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INTRODUCTION 


The use of streptokinase and streptodor- 
nase as a method of medical debridement 
has been described in the literature for a 
variety of conditions such as superficial 
wound infection, pilonidal cyst, burns, pyo- 
thorax and hemothorax. Its use in pelvic 
abscesses has not as yet been popularized. 
In the past pelvic abscesses which were ac- 
cessible through the cul-de-sac were treated 
by colpotomy drainage followed with defi- 
nitive surgery six to eight weeks later, if 
necessary. Prior to the use of streptokinase 
and streptodornase a much larger colpotomy 
tube, approximately 3 cm. in diameter, was 
inserted into the colpotomy wound. This 
was left in place for continued drainage un- 
til it fell out, usually ten days to two weeks. 
A considerable amount of induration and 
scarring was found, as a rule, on postopera- 

Presented at meeting of the Orleans Parish 
Medical Society, February 11, 1952. 

From the Department of Obstetrics and Gyne- 
cology, The Tulane University of Louisiana, School 
of Medicine, and The Tulane Unit, Charity Hos- 
pital of Louisiana at New Orleans. 

Varidase used in this study was supplied through 
the courtesy of the Lederle Laboratories. 

Aided by a grant from the Anonymous Research 
Fund. 


tive examination when the above procedure 
was used. 

In the Tulane Gynecological service at 
Charity Hospital streptokinase and strepto- 
dornase are being used as adjuvants to col- 
potomy drainage in pelvic abscesses with 
the idea of decreasing the viscosity of the 
purulent material, allowing more complete 
drainage, and possibly, eliminating defini- 
tive surgery, such as total hysterectomy 
with or without bilateral or unilateral sal- 
pingo-oophorectomy. 

PHARMACOLOGY OF STREPTOKINASE 
AND STREPTODORNASE 

The streptokinase factor acts with globin 
in plasma or exudates to become an active 
fibrinolytic substance. Streptodornase 
acts to catalyze the breakdown of desoxyri- 
bonucleoprotein, which constitute 30 to 70 
per cent of the sediment of thick purulent 
exudates.® Sherry, Johnson and Tillet have 
shown that the physical, chemical, histo- 
logic, and cytologic changes are as follows :* 

1. Visible changes of coarse sediment 
to thin milky type fluid. 

Marked decrease in viscosity. 
Decrease in the sediment after cen- 
trifugation. 

4. Increase in organic acid soluble phos- 
phorus and nitrogen. 

5. No increase in organic phosphorus. 

6. Decrease in degenerated leukocytes. 

7. Decrease in extracellular material 
(desoxyribose nucleoprotein) on Feulger 
staining. 

It has also been shown that the nucleases 
do not act on living cells, but on nucleic acid 
in extracellular accumulation and in disin- 
tegrating cells.° Besides its effect in de- 
creasing viscosity and increasing drainage 
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there is the theoretical advantage of remov- 
ing the barrier between the humoral and 
cellular elements and the bacteria.‘ There- 
fore, with more complete drainage of the 
abscess cavity and more effective antibi- 
otic activity one would expect a higher inci- 
dence of sterilization of the abscess cavity 
and pelvic structures. 
PROCEDURE IN PELVIC 

Since July 1951, we have treated and 
have follow-up evaluation on a total of 11 
patients who had pelvic abscesses treated 
with streptokinase and streptodornase plus 
colpotomy drainage. Our method is: In- 
jection of 1 ampoule of varidase solution, 
mixed in 10 cc. normal saline solution, into 
the abscess cavity at the time of diagnostic 
cul-de-sac puncture. It is important that 
approximately the same volume of fluid is 
withdrawn at diagnostic puncture as vari- 
dase solution injected in order to obviate the 
possibility of an artificially induced rup- 
ture of the abscess into the peritoneal cav- 
ity. Approximately twenty-four hours fol- 
lowing injection of the varidase solution a 
colpotomy is done. A gallbladder T tube is 
placed in the abscess cavity to allow for con- 
tinued drainage and further injection of 
the varidase solution. We have found that 
injection of varidase solution daily for ap- 
proximately four days following colpotomy 
is satisfactory. In our first cases we did 
not insert a colpotomy tube; consequently, 
we had to reopen the colpotomy wound 
about every other day. Since then we have 
found the smaller (1 em.) gallbladder T 
tube satisfactory. This tube being of much 
smaller diameter, and being removed on ap- 
proximately the fourth postoperative day, 
is expected to be a big factor in eliminating 
definitive surgery. All patients are also 
placed on flo-cillin, aureomycin, and strep- 
tomycin and in those with evidence of para- 
lytic ileus, gastric Levine tube suction and 
parenteral fluids are administered. 

This study is divided into two groups, 
one in which patients had a tubo-ovarian 
abscess in the adnexal region extending 
into the cul-de-sac, and the other in which 
the abscess was primarily in the cul-de-sac. 
This was done in order to evaluate the com- 
pleteness of drainage in the two primary 
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groups. The average postoperative da\s 
were seven for the tubo-ovarian abscesses, 
and eight for the primary cul-de-sac a))- 






































scesses (Figure 1). When it is remem- 
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Figure 1.—Tabulation of significant points 


hospital course of 11 cases of pelvic abscess treated 
with streptokinase 
potomy drainage. 
bered that previously the larger colpotomy 
tube was left in place from ten to fourteen 
days, it can be seen that the hospital, 
febrile, and postoperative days have been 
substantially reduced with the above de- 
scribed method. Many of these patients 
could have been discharged on the fifth or 
sixth hospital day if continued chemother- 
apy had been feasible in the home. Of the 
8 cultures which reached the laboratory and 
on which we received reports, 5 were posi- 
tive on the initial culture. Because of fre- 
quent negative subcultures and saprophytes, 
they have been of little value in diagnosing 
the origin of the abscess or the proper 
choice of antibiotics. 
FOLLOW-UP EVALUATION 

In our six weeks’ follow-up examination 

(Figure 2), there was one patient in each of 


and streptodornase plus col- 
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Figure 2.—Patients with significant symptoms 
and pelvic findings at six weeks follow-up (11 
patients), and four months follow-up (6 patients). 
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the primary groups who had significant 
symptoms and pelvic findings. One pa- 
tient (R. W.) with a primary tubo-ovarian 
abscess extending into the cul-de-sac had 
residual left lower quadrant pain, and on 
examination had some tender thickening in 
her left adnexal region. Another patient 
(R. B.) with a postoperative cul-de-sac ab- 
scess had minimum pelvic doscomfort and 
a cystic mass, which was drained of 50 cc. 
of serous fluid from the angle of the cuff. 
She was again seen at a four months post- 
operative check and was asymptomatic and 
had insignificant pelvic findings. Of the 
6 patients seen at their four months post- 
operative check there were only 2 with sig- 
nificant complaints and pelvic findings. 
One was the same patient with the primary 
tubo-ovarian abscess who had symptoms at 
her six weeks follow-up and will probably 
need definitive surgery. The other patient 
(J. J.) had a pelvic abscess following a total 
abdominal hysterectomy and left salpingo- 
oophorectomy for uterine fibroids and old 
ruptured left tubal pregnancy. Her six 
weeks postoperative check was negative, 
but on her four months check she was found 
to have a large cystic mass filling the entire 
pelvis which was drained of 330 cc. serous 
fluid. Therefore, there is only one prob- 
able and one other possible candidate for 
surgery to date. We have no patients who 
have had an acute flare-up of pelvic infec- 
tion, which might substantiate the theo- 
retical advantage of varidase solution in re- 
moving the barrier between the humoral 
and cellular elements and the bacteria. 
VISCOSITY CHANGE WITHL VARIDASE 

In the middle of our study we were un- 
der the impression that the varidase was 
changing the character of the fluid mainly 
in decreasing its viscosity, but had no con- 
crete proof. Since then we have attempted 
to measure the change in viscosity of the 
fluid both before and after treatment in 3 
patients. This was done (Figure 3) using 
an ordinary test tube with a _ standard 
column of fluid, an 18 gauge spinal needle 
as an airway, and a 20 gauge needle through 
which to measure the rate of flow. The dif- 
ference in the rate of flow of the fluid ob- 
tained at the time of diagnostic cul-de-sac 
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STUDY OF VISCOSITY 
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3.—Method used to test 


before and after varidase injection. 


Figure viscosity both 
puncture, before varidase was injected and 
the fluid obtained at colpotomy twenty-four 
hours later indicates the change in viscosity. 
As is illustrated in Figure 4 our results 
show a significant change in viscosity in 
the first 2 studied. The third case is not 
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Results of viscosity Study ‘ 
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Figure 4.—Change in rate of flow through 20 
gauge needle after varidase. 
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significant and can be explained since a 
large portion of the varidase solution re- 
turned immediately through the needle 
puncture. 

DISCUSSION 

There are many who feel that diagnostic 
cul-de-sac puncture is a dangerous proce- 
dure. 
our diagnostic problems and have yet to 
see any serious immediate or late complica- 
tions. Its chief value other than in ectopic 
pregnancy is in the differential diagnosis 
of pelvic pain when the pationt is either 
too obese, tender, or uncooperative to exam- 
ine adequately. The character of the cul-de- 
sac fluid has been of some value to us in 
differentiating tubo-ovarian abscesses in 
the cul-de-sac from prolapsed hydrosalpinx 
and other cystic masses, The pus obtained 
from tubo-ovarian abscesses is usually 
thick, often greenish in color, and frequent- 
ly has a fecal odor. Also in tubo-ovarian 
abscesses there is often a dramatic relief 
of the pain following cul-de-sac puncture. 
This can be explained by relief of tension 
in the thick-walled abscess cavity. 

There has been some question in our 
minds as to the effect of the varidase solu- 
tion on suture material and the healing 
process in postoperative patients. The fi- 
brinolytic activity of streptokinase may 
theoretically interfere since fibrin deposi- 
tion is one of the early phases of tissue 
regeneration. We have used varidase, as 
described above, on 2 cases which did de- 
velop pelvic abscesses following gynecolog- 
ical surgery. Both of those patients are 
reported as having pain and a pelvic mass 
in their follow-up checks. Subsequently 
they had 50 and 330 cc. of serous fluid 
withdrawn through the cul-de-sac. This 
raises the question as to whether the ac- 
cumulation of fluid was due to possible 
hemorrhage or hematoma formation, be- 
coming encapsulated. In case No. 1, R. B., 
(Figure 2), a colpotomy tube was not used, 
and in J. J. the failure to find any ab- 
normalities on her six weeks check, and the 
large mass found at her four months ex- 
amination, makes one think of a possible 
cystic degeneration of the remaining ova- 
ry. Future cases must be observed to eval- 


We have been using it on many of 
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uate this possible complication to the ise 
of varidase. 

Other than the above reported cases, we 
have used the varidase in 3 patients who 
had a cuff abscess following gynecological 
surgery. In these patients the cuff was 
opened with uterine dressing forceps «and 
varidase solution placed in the vaginal 
vault. The patients were kept in the lith- 
otomy position with speculum in place for 
approximately fifteen to twenty minutes 
before going back to bed. The granulating 
edges of the vaginal cuff appeared much 
cleaner when examined the following day 
and in one the remission in her daily tem- 
perature elevation was dramatic. There 
were no cystic complications observed in 
their follow-up examinations such as were 
found in the postoperative pelvic abscesses. 

We have used varidase in granulating 
perineal and inguinal wounds following 
cancer surgery with apparent gratifying re- 
sults. 

In 4 abdominal wounds which became in- 
fected we used varidase, in 1 as irrigation 
and drainage following secondary closure, 
irrigation and drainage in 1 other, and in 
2, with surgical debridement leaving the 
wound packed open with varidase saturated 
fine mesh gauze. Although all of the wounds 
healed satisfactorily our best results were 
obtained when surgical debridement was 
combined with varidase saturated packs. In 
one of these crochet No. 5 retention sutures 
were placed and left untied. The wound was 
packed with varidase saturated fine mesh 
gauze, the sutures tied on the fourth post- 
operative day, with primary union occurr- 
ing. The other patient is on the ward now 
and the wound is being allowed to granu- 
late. 

CONCLUSIONS 

In conclusion, although it is too early to 
be sure, we believe that the varidase solu- 
tion is an adjuvant to colpotomy drainage 
in pelvic abscesses. We have been able to 
decrease the viscosity of the fluid. Further- 
more, it our belief that we are obtaining 
more complete drainage and hope that few- 
er patients will require definitive surgery. 
Our use of varidase solution in the manage- 
ment of wound infection occurring on the 
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gynecological service has also been de- 
scribed. 
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Ligneous pelvic cellulitis is a chronic con- 
dition of the pelvic tissues characterized by 
induration, tenderness, firmness, and fixa- 
tion. The tissue shows marked evidence of 
chronic inflammatory reaction with cellu- 
lar infiltration, edema, and varying degrees 
of fibrosis. This type of cellulitis is usually 
due to streptococcal invasion of the pelvic 
tissues and lymphatics, most frequently fol- 
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lowing instrumentation of the pregnant 
uterus but also following any number of 
types of pelvic manipulation. It is also, in 
our short experience, associated with the 
chronic diseases of the pelvis, as may be 
noted in the cases to be cited. Treatment 
in the past has usually been prolonged and 
unsatisfactory. 

Cortisone was suggested as a_ possible 
therapeutic agent because of experimental 
evidence that it inhibits fibroplasia, in- 
creases the growth of tissue macrophages 
in tissue culture, and prevents or reduces 
tissue reaction to chemical irritants. 

The material collected here consists of 7 
patients treated on the Tulane Gynecology 
Service at Charity Hospital in New Orleans, 
in addition to a case seen by C. G. Collins, 
W. F. Guerriero and V. A. Davidson. These 
sases have been seen only within the past 
three and one half months and have had a 
wide range of associated pathology, so that 
no definite or general conclusions can be 
drawn. However, each case has demon- 
strated possibilities of the usefulness of 
cortisone, which may bear further inves- 
tigation. 

CASE REPORTS 

Case No. 1. Mrs. L. R., age 41, diagnosed car- 
cinoma of cervix in July 1950, at which time there 
was some brawny induration of the left cardinal 
and uterosacral ligaments. The cervical lesion sur- 
rounded the external os and occupied about 10 per 
cent of the cervix. In July and August 1950, the 
patient received a full course of radiation and 
x-ray. In November 1950, a Wertheim hysterec- 
tomy and complete pelvic lymphadenectomy were 
performed. Pathology report revealed carcinoma 
of the cervix, with normal myometrium and fal- 
lopian tubes, adjacent fibrosis of the ovaries, and 
regional lymphoid hyperplasia of the pelvic and 
pre-aortic lymph nodes. The postoperative course 
was uneventful. During her hospital stay the 
patient was treated with extensive antibiotics 
although temperature never went above 100° F. 
postoperatively. She was discharged on the elev- 
enth postoperative day. One week after discharge 
she complained of low abdominal pain and was 
found to have marked pelvic induration. She 
was given a course of diathermy to the lower 
abdomen for a period of twelve days with re- 
lief of pain but incomplete resolution of the 
pelvic induration. The patient was comfortable 
until May 1951 when she started complaining 
of low grade fever (as high as 100°), aching 
pain, and frequency of urination. She was diag- 
nosed as having pyelonephritis. Intravenous pye- 
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lograms revealed bilateral hydronephrosis, and di- 
lation and tortuosity of both ureters down to the 
brim of the true pelvis. Pelvic examination re- 
vealed a markedly indurated pelvis, frozen in char- 
with no 


acter including the 


rectum which was fixed posteriorly to the sacrum. 


structures movable, 
She was treated with antibiotics for her urinary 
tract which cleared up promptly. By 
September 12, 1951, the induration had become pro- 


infection 


gressively worse, the entire pelvis was frozen, and 


the rectum was almost closed posteriorly by a 


The patient 
had severe malaise and low abdominal pains neces- 


brawny induration surrounding it. 


sitating frequent analgesia. On September 20, 
1951, an extraperitoneal exploration was done and 
numerous biopsies made of the indurated pelvic 


mass. These biopsies were reported as chronic 


inflammatory tissue. Postoperatively the patient 
was placed on cortisone, 100 mgm. the first day, 
75 mgm. the second day, and 50 mgm. daily there- 
after. Following the administration of cortisone 
the patient’s pain disappeared. 
mediate 


There was an im- 
condition and at 
weekly intervals remarkable resolution of the in- 
As of October 24, 1951, the 
only pelvic induration left was a small area be- 


improvement in her 


duration was noted. 


tween the rectum and vagina. She gained weight; 
her appetite returned; and she was again able to 
her usual 


resume activities. 


Comment: This case is of particular interest 


because in September 1951 it was thought possible 
that her condition represented a recurrence of her 
carcinoma and more radical 


surgery enter- 


tained, especially since the ligneous mass had not 


was 


regressed under diathermy and antibiotic therapy. 
Under cortisone she has been relieved of pain and 
over a period of four weeks almost the entire 


ligneous mass disappeared. She is to all appear- 
ances healthy and has been spared further exten- 


sive surgery. 


No. 2. P. J., 37 year old colored female, was 
first seen at Shreveport Charity Hospital in Au- 


Case 


gust 1950 with a stage II epidermoid carcinoma of 
the cervix. She was treated in September and Oc- 
tober 1950 with radium and x-ray. On 
7, 1950, a 
pelvic lymphadenectomy were performed. 
ogy 

spread beyond the immediate confines of the cer- 
Vix. 


December 
Wertheim hysterectomy and complete 
-athol- 
report revealed no evidence of metastasis or 
Follow-up examination on June 25, 1951, and 
September 24, 1951, noted no active disease but in- 


duration and fixation along the uterosacral liga- 
She was referred to Charity Hospital in 


New Orleans on 


ments. 
October 22, 1951, with diagnosis 
of possible recurrent carcinoma of cervix. She was 
complaining of pains in her back and lower ab- 
domen and of vomiting. Her pain was sufficient 
to require frequent administration of narcotics. On 
examination, just above the vaginal cuff there was 
a stony hard shelf with a slightly irregular sur- 
face extending from pelvic wall to pelvic wall, the 
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The utero- 
sacrals formed a solid bridge through which the 


whole mass being exquisitely tender. 


a firm smooth 
Intravenous pye- 
lograms showed a nonfunctioning right kidney and 
a normal left kidney and collecting system. The 
right ureteral 
cystoscopy. 


There was also 


mass in the left obturator fossa. 


rectum passed. 


orifice could not be visualized on 
A proctoscope could be passed 
16 cm. because of the shelf. There was pallor of 
the mucosa over this shelf but no evidence of tu- 
mor. All x-rays showed no evidence of metastasis. 
There was, however, some sclerosis adjacent to the 
lower sacroiliac joint bilaterally. The impression 
was postoperative and postirradiation fibrosis with 
calcification. 

October 28, 1951, in 


the same dosage form noted in the previous case. 


Cortisone was started on 
The patient continued to cry for sedation although 
it was noted that she frequently obtained more re- 
lief from 10 grains of aspirin than from 100 mgm. 
of demerol. 

She was checked at weekly intervals and it was 
noted that there was marked diminution in the ex- 
tent and induration, al- 
though there was still a firm ridge of tissue cross- 
ing the pelvis. The mass in the left 
fossa completely disappeared. Cortisone 


and degree of fixation 
obturator 
was (is- 
continued November 20. 

On December 8, 1951, because the patient still 
complained of pain and the induration had not 
completely resolved the patient was explored. An 
old incisional hernia was found with much adherent 
small bowel filling the defect. There was a firm 
band of scar tissue replaging the uterosacral liga- 
ments. The right ureter was occluded by sear tis- 
There 
The band 
of scar tissue was incised and biopsy specimens 
were taken. 


sue at the level of the common iliac artery. 
was no gross evidence of malignancy. 


These were reported as fibrous tissue. 
The patient was put back on cortisone on December 
11, 1951. This had apparently no effect on healing, 
although it was necessary to explore the wound on 
December 17, 1951, because of a pocket of gas in 
the subcutaneous tissue. 


Following surgery the patient had numerous 
complaints and pains, the location of which varied 
from hour to hour. She said, however, that the 
pain which had previously incapacitated her was 
gone. She was controlled in large part by placebos. 

She was discharged December 28, 1951. There 
was still fibrosis in the pelvis but it was resilient 
rather than boardlike and there was no tenderness. 
Subjectively she was improved. 

Comment: This case is quite similar to the pre- 
Again it is quite possible that the use 
of cortisone saved this woman from radical sur- 
gery. That there was a less complete resolution of 
her pelvic mass might well be due to the degree of 
fibrosis of the inflammatory process. 

Case No. 3. J. T., 44 year old colored female, 
diagnosed at Charity Hospital in New Orleans as 


vious one. 
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Stave II carcinoma of the cervix in March 1945. 
3ecause of lack of cooperation from the patient she 
received an incomplete course of external radiation 
in July 1945 and did not return again until Sep- 
tember 1946. The diagnosis was then Stage III 
carcinoma of the cervix. She was freated in Sep- 
tember 1946 with two applications of radium. 

On December 8, 1947, patient was noted to have 
marked fibrosis of parametria, and a diagnosis of 
parametrial infiltration was made. 

On March 3, 1950, mention was made of an area 
of recurrence. This was not described and no bi- 
opsy was taken. She was also noted to have a per- 
sistent elevation in temperature. One 150 mgm. 
pellet of testosterone was implanted. 


On August 31, 1950, patient was complaining of 


right lower quadrant pain and constipation. The 
pelvis was frozen and the vagina contained a thick 
yellow purulent discharge with many telangestatic 
areas. She had not been using the dilute perman- 
ganate douches as instructed. 

In April 1951, the vagina was clean but the pelvis 
induration was unchanged. 

On October 22, 1951, the patient complained of 
backache, pain in right side, constipation, and post- 
coital bleeding. The pelvis was frozen. A friable 
area was biopsied and reported to show radiation 
fibrosis. She was admitted November 19, 1951, 
for evaluation. Intravenous pyelograms were nor- 
mal. Barium enema showed no evidence of a lesion 
involving the large bowel. The patient was started 
on cortisone November 30, 1951, and given a total 
dose of one gram according to the same dosage 
On December 12, 1951, the patient was 
asymptomatic and there was remarkable softening 
of the pelvis. 


schedule. 


Comment: The patient was seen in the clinic 
She had occasional backache 


and fleeting lower abdominal cramps. The resolu- 


on January 21, 1952. 


tion of the solid induration of her pelvis had been 
maintained. This patient is a diabetic and hyper- 
tensive. Cortisone had no untoward effect on these 
conditions. 

This patient represents a five year survival of 
an original stage II carcinoma of the cervix. Re- 
peatedly during her follow-up visits she had ap- 
parently been considered to have recurrence. Cer- 
tainly she had progressive symptoms in her pel- 
vis. She showed a dramatic response to cortisone 
therapy. Although some tumors (particularly the 
lymphomas) have been noted to show temporary 
regression with cortisone therapy, it is not prob- 
able that such a homogenous melting away of tu- 
mor tissue would occur in an epidermoid carci- 
noma and be maintained as has occurred in this 
patient. 

Case No. 4. A. T., 47 year old white female was 
admitted to Charity Hospital in New Orleans with 
the complaint of lower abdominal pain and a 
brown watery discharge with a fecal odor for eight 
days. She had had a moderate amount of pelvic 


pain since December 1949. 
follows: 


Her past history is as 
March 1944, myomectomy and appen- 
dectomy; May 1949, myomectomy and removal of 
malignant tumor of left ovary at Huey P. Long 
Charity Hospital at Pineville, followed by exter- 
nal radiation and intracavitary radium; March 21, 
1950, supravaginal hysterectomy and transverse 
colostomy. Adnexa had been previously removed. 
There was no evidence of malignancy in any of the 
tissue removed including one palpable lymph node. 
Colostomy was performed because of traumatic per- 
foration of the rectosigmoid. The colostomy was 
closed May 11, 1950. She developed a fecal fistula 
in the wound which closed spontaneously. 

In the eighteen months since her surgery she 
had gained 15 pounds and except for lower ab- 
dominal pain had been well under the present epi- 
sode. 

Patient was an obese woman who did not appear 
ill although quite apprehensive. General physical 
examination was normal except for five abdomi- 
nal scars, moderate left lower quadrant tenderness 
and pelvic findings. The vulva was erythematous. 
The vagina contained a brown liquid material and 
was constricted in its upper third. The stricture 
was dilated under anesthesia and a clean atrophic 
cervix was visualized, fixed and not patent. The 
pelvis was fixed with dense, firm bands of tissue 
extending from lateral wall to lateral wall, the 
whole exquisitely tender. There was a firm rectal 
shelf. Intravenous pyelograms were normal. The 
patient could retain barium for a barium enema 
only as far as the splenic flexure at which point 
it was expelled through the vagina, a fistulous 
tract from distal sigmoid to vagina being demon- 
strated. The fistula was demonstrated on procto- 
scopic examination at 10 cm. The patient was ad- 
vised to have a colostomy, but pled vigorously for 
us to give her comfort some other way. She was 
started on cortisone according to the same dosage 
schedule on December 27, 1951. 

At one week there was thought to be some soft- 
ening and the pelvic mass had taken on a more 
nodular character. Except for severe pain at ex- 
amination and lasting several hours afterwards, 
the patient was quite comfortable. Vaginal drain- 
At two weeks there was ad- 
softening and 


age was very slight. 
ditional examination was less 
painful. 

She was discharged January 9, 1952, with suf- 
ficient cortisone to take at home for a total dose 
of 1.25 grams. 

She was seen in the clinic January 22, 1952. 
Drainage from the fistula had diminished to the 
extent that she soiled only one sanitary pad in 
twenty-four hours. She had no pain. The pelvis 
was quite soft although still somewhat nodular. 
She tolerated examination well. 

Comment: This patient has had a tremendous 
amount of trauma to her remaining pelvic organs 
with ample cause for a ligneous pelvic cellulitis. 
She may even have carcinoma seeded in the pel- 
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vis. Her outlook would seem to be for a perma- 
At the moment at least 
been given a respite. 


nent colostomy. she has 


Case No. 5. L. V., 32 years old colored gr. II, 
para II, admitted October 22, 1951, to Charity Hos- 
pital in New Orleans with a three weeks’ history 
of intermittent left lower quadrant pain of con- 
stant severity and of fever since onset of illness. 
She had mild 
mild dyspareunia. 
treated at Pineville from October 
1951, with 1,000,000 units of penicillin 
General 


Her menstrual history was normal. 


dysmenorrhea and inconstant 
She had 
18 to 22, 


daily. 


been 


physical examination was nega- 
tive except for a healing mycotic lesion involving 
perineum and thighs, and her pelvis. 


small and fixed. There 


The uterus 


was was a fixed mass 
posterior to the uterus extending into the cul-de- 
sac. The uterosacral ligaments were greatly 


marked 
Serosanguinous 
material, 20cc., was obtained on cul-de-sac punc- 
ture, all cultures of The 
colpoclysis dense 


There 
induration throughout the pelvis. 


thickened and quite tender. was 


which were negative. 
needle passed through a thick 
wall of tissue. 

W. B. C. 18,000; 68 per cent polys. 
tion rate 24. 
film negative. 
phyton rubrum. 
sue density. 


Sedimenta- 
Mantoux positive 1:10,000. Chest 
Scrapings of skin showed Tricho- 

X-ray of pelvis showed a soft tis- 
Intravenous pyelogram normal. 

Diagnosis of chronic salpingo-oophoritis, hydro- 
salpinx, and ligneous cellulitis was made. Patient 
had a low grade daily temperature elevation. From 
October 25, 1951, to November 8, 1951, she was 
treated with procaine penicillin and streptomycin. 

Cortisone was started November 7, 1951, and 
continued to December 5, 1951. Temperature was 
normal from November 7 to surgery at end of cor- 
tisone treatment. There was marked softening of 
the pelvic floor and the hydrosalpinx could be more 
readily palpated. Patient was free of pain. 

On December 12, 1951, laparotomy was done. 
There was a large right hydrosalpinx with several 
cysts measuring 5 to 7 cm in diameter. On the left 
there was evidence of chronic salpingitis. There 
were multiple films of adhesions, and a plastic ex- 
date in the cul-de-sac which formed a ready cleav- 
age plane for dissection. 
bilateral 


Total hysterectomy and 
salpingo-oophorectomy were performed. 
The postoperative course was uneventful. The pa- 
tient was seen in the clinic January 31, 1952, at 
which time she was asymptomatic. 
clean and quite pliable. 

Comment: This patient originally presented to 
us as a diagnostic problem resolved into a ligneous 
cellulitis after mycotic and acid fast infections 
were ruled out. Although definitive surgery could 
have been done on this patient prior to the use of 
cortisone, we have the feeling that surgery was fa- 
cilitated by its use. The little matter of change 
in temperature curve cannot be attributed to the 
addition of cortisone to her treatment but more 


Her pelvis was 
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likely to the discontinuance of other medications, 

Case No. 6. M. Y., 23 year old colored female, 
gravida II, para II, admitted November 5, 1951, 
with the complaint of pain in the lower abdomen 
and vagina, and a discharge for one month. She 
had noted a swelling in her right side for one 
week. The patient had been seen in the clinic one 
week after the onset of her symptoms at which time 
the pelvic organs were described as normal except 
for some tenderness. Patient had dyspareunia and 
aggravation of pain with douches. On admission 
her temperature was 100.8° and the only signifi- 
cant findings were limited to the pelvis. There 
was an ulcerative lesion with a raised edge and a 
3 cm. in diameter, in the left sulcus 
of the vagina slightly posterior and lateral to the 
cervix. The cervix was clean and displaced to the 
right. The uterus was anterior and displaced to 
the right. In the left adnexal area there was a 
firm, nonfluctuant, fixed mass about 8 em. in di- 
ameter, continuous with the vaginal lesion. On the 
right were several smaller discrete masses. Dur- 
ing the first week of her hospital stay all of these 
masses were noted to enlarge. 

Sedimentation rate 34, W. B. C. 11,000; polys 78 
per cent. Mantoux negative, serology negative, 
Frei negative, Ducrey positive. Donovan bodies 
demonstrated on scrapings and biopsy. Cultures 
for acid fast bacilli and fungi negative. No x-ray 
evidence of calcification. 

Diagnosis was made of granuloma venereum and 
chancroid. The patient was given 32 grams of 
aureomycin from November 14, 1951, to December 
4, 1951. No marked change in the lesion occurred. 
However, the patient was comfortable and had a 
feeling of well being. Cortisone was given in 
usual dosage from December 4, 1951, to December 
19, 1951, for total dose of .825 grams. Pelvic ex- 
amination on December 16, 1951, revealed 
plete healing of the vaginal lesion, almost com- 
plete disappearance of the right adnexal masses, 
and appreciable diminution in the size of the left 
adnexal mass with loss of fixation. 

The patient was discharged December 19, 1951, 
because of family problems, to return January 5, 
1952, for a course of streptomycin at the recom- 
mendation of the syphilologist. 


necrotic center, 


com- 


Due to the death of her husband, patient was not 
seen again until February 7. She was asympto- 
matic. There was a granulomatous cervicitis. The 
vaginal lesion was gone with no evidence of its 
having been there. The mass in the left adnexa 
was still present and larger than on discharge from 
the hospital. The right adnexa was unchanged. 

Comment: This patient has been, so far, inade- 
quately treated for her primary disease. What re- 
lation if any, cortisone has had in the disappear- 
ance of her vaginal lesion is debatable. 

Case No. 7. H. W., 26 year old colored gravida 
I, para I, admitted December 6, 1951, to the ortho- 
pedic service with the complaint of pain in the 
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back radiating from left sacroiliac area down left 
leg to the heel since August 18, 1951, three days 
after having moved some heavy furniture. The 
pain was aggravated by sneezing and jarring of 
any sort. She had developed numbness along the 
posterior surface of the calf and the great toe 
suggesting involvement of the lumbosacral nerve. 
There was no history of fever. She had had night 
sweats and a general lassitude. In August 1951, 
her family physician had told her she had “pus 
tubes”. On examination there was some muscle 
atrophy of the left thigh and calf. The gait was 
slow and favored the left leg. On pelvic exami- 
nation there was a large, firm, tender, questionably 
cystic mass on the left, pushing the cervix and 
uterus anterior and to the right. The mass ex- 
tended into the rectovaginal septum to within 3 
cm. of the introitus. The cervix could not be 
visualized and the uterus was fixed. The right 
adnexa could not be palpated. On cul-de-sac punc- 
ture the needle passed through considerable hard 
tissue before any material was obtained. Thirty- 
five cc. of thick pus were withdrawn, and 15 cc. of 
normal saline containing one ampule of streptoki- 
nase and streptodornase were injected. Diagnosis 
of left tubo-ovarian abscess with ligneous cellu- 
litis and ruptured intervertebral disc between L 4 
and L 5 was made. 


The patient ran a septic type of course with tem- 
daily. 

Hematocrit was 36 mm. which dropped to 28 mm. 
in twenty-three days. W. B. C. 10,500; 85 per cent 
polys. Serology, febrile agglutinins, Frei, Ducrey, 
Mantoux, blood cultures, urine, and stool all nega- 
tive. Culture of material originally withdrawn 
on cul-de-sac puncture showed no growth. A frog 
test was negative. Chest film was normal. X-ray 


perature elevation above 102 


of pelvis showed no bone pathology and no calcifi- 
cation; there was a soft tissue density extending to 


level of L. 5. Proctoscopy was negative. 


Cul-de-sac puncture was repeated on January 3, 
1952. A small amount of grossly bloody material 
was obtained on repeated attempts to reach an 
abscess cavitv. Cultures of this material wrew 
pyogenic Staphylococcus aureus. Cultures for fungi 
were damaged. The needle grated through dense 
fibrous tissue. The mass felt hard and frozen in 
the pelvis. 


From admission December 6 to January 5, the 
patient was on antibiotics with little change in her 
fever curve. On January 5, 1952, cortisone was 
started using 25 mgm. intramuscularly, four times 
daily for five days, and then 50 mgm. daily by 
mouth thereafter through January 19, 1952, for a 
total dose of 1 gram. On January 16 considerable 
softening of the cul-de-sac mass was noted and it 
had become fluctuant. Five cc. of thick pus were 
obtained on puncture which grew out pyogenic 
Staphylococcus aureus on culture. Colpotomy was 
performed on January 20, 1952, at which time the 


mass was markedly fluctuant, irregular in shape 
and about 10 to 12 cm. in diameter. It was esti- 
cated that 200 cc. of pus were obtained.. Explor- 
ation of the cavity revealed numerous solid mov- 
able masses, but no organs were identified. The 
patient continued to run a septic course in spite of 
continuous vaginal drainage. On January 31, 
1952, the colpotomy incision was extended and the 
“avity explored. On bimanual examination, the 
uterus was normal in size and shape, and freely 
movable. The right adnexa appeared normal. The 
cervix was clean. On the left there was an oval 
mass separable from the uterus and extending into 
the cul-de-sac, measuring 12 to 14 cm in diameter. 
On extension of the colpotomy wound, the wall of 
the cavity measured about 2 cm. in thickness, and 
about 500 cc. of friable necrotic tissue fragments 
were removed and sent to pathology. The prelimi- 
nary pathology report on the tissue obtained was 
epidermoid carcinoma probably arising in a der- 
moid. 

This unfortunate case has received 
very questionable benefit from cortisone. How- 
ever, it was thought by all examiners that there 
was considerable softening of the wall of this pel- 
vic mass and that drainage of this infected tumor 
was facilitated thereby. 


Comment: 


Case No. 8. B. M., 36 year old colored gravida 
II, para I, abortus I, admitted January 7, 1952, 
with complaint of pain in lower abdomen and ir- 
regular vaginal bleeding for two months. She had 
a history of treatment for chronic pelvic inflam- 
matory disease over twenty years following a sep- 
tic delivery. Pelvic examination revealed an old 
laceration of the cervix with a very slight dark, 
bloody discharge and trichomonas vaginitis. The 
uterus was slightly enlarged and nodular, lying 
anterior and fixed. A sound passed 7 cm. without 
bleeding. Both adnexa contained tubo-ovarian 
masses which were fixed in a mass of firm indu- 
rated tissue. On rectal examination the utero- 
sacrals were “woody” hard and greatly thickened 
with the induration extending lateral to the rectum 
to the pelvic wall. Diagnosis: Bleeding submucous 
fibroids, bilateral hydrosalpinx and ligneous pel- 
vie cellulitis. 

Hematocrit 24, W.B.C. 15,000; 70 per cent polys. 
Serology negative. Proctoscopic examination showed 
an indurated area in the region of the left utero- 
sacral ligament which was adherent to the rectum 
and involved bowel wall but not the mucosa. The 
scope could not be passed beyond 12 cm. There 
was a mixed flora in her urine. 

She was given streptomycin and chloromycetin 
until January 16, 1952, with lysis of a low grade 
fever. Transfusions were given until the hemato- 
crit reached 31. 

Cortisone was started January 22, 1952, accord- 
ing to the oral schedule previously used. This pa- 
tient noted some increase in discomfort after each 
dose for the first four days of therapy. This 
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started about one-half hour after administration 


and lasted about two hours. 


Examination on February 5, 1952, demonstrated 
considerable diminution in induration and fixation. 
The uterus was movable. A hydrosalpinx was read- 
ily palpable on the right. The uterosacral liga- 
ments felt There still considerable 
induration and fixation on the left side of the cul- 
de-sac and the left cardinal ligament. As of this 
writing patient is asymptomatic. She is still un- 


normal. was 


der treatment. 


Comment: Definitive surgery is contemplated in 
this patient. 
patient L. V., Case No. 5, 
will be 


In view of the experience with the 
we anticipate that the 
Did she not 
have submucous fibroids and menometrorrhagia, it 


surgery greatly simplified. 


might well be possible that she could avoid surgery 
entirely. 
DISCUSSION 

Follow-up has been of such limited dura- 
tion in all of these cases presented that no 
final result can be prognosticated nor can 
one say whether the favorable results ob- 
tained in some maintained 
without some form of continuous therapy. 


cases can be 


In not every case can the results obtained 
be directly attributed to cortisone alone 
although they are suggestive. 


The effects so far noted of cortisone in 
these 8 cases of ligneous pelvic cellulitis 
related to various types of pelvic pathology 
suggest several possible uses of cortisone: 

1. As specific and definitive therapy in 
some cases of ligneous cellulitis associated 
with chronic infection, radiation and pre- 
vious pelvic surgery or manipulation. 

2. As palliation in inoperable conditions 
where the symptoms are due to a related 
inflammatory process of adjacent connec- 
tive tissues. 

3. As an aid in the clinical diagnosis of 
pelvic malignancy by palpation with par- 
ticular reference to staging of the process 
and evaluation of recurrence. This is sug- 
gested since frequently the induration sur- 
rounding a neoplastic lesion does not repre- 
sent extension of the tumor but inflamma- 
tion due to infection within the tumor. 


4. As an adjunct to therapy where sur- 
gery is complicated by regional cellulitis. 


5. As an adjunct to therapy in the treat- 
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ment of nonmalignant § granuloma'ous 
lesions in the genital tract. 
SUMMARY 

1 The entity ligneous pelvic cellulitis has 
been described. 

2. A preliminary report has been given 
on the use of cortisone in 8 cases of ligneous 
pelvic cellulitis related to a variety of pel- 
vic pathologic states. 

3. From the results so far obtained sug- 
gestions have been made as to the possible 
usefulness of cortisone that bear further 
investigation. 
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CURRENT APPLICATIONS OF 
ANGIOCARDIOGRAPHY* 


HAROLD J. JACOBS, M. D.+ 
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In the few short years since Forsmann, 
in 1931, first injected an iodide preparation 
through a cardiac catheter for the radio- 
graphic visualization of the right side of 
the heart, angiocardiography has 
gressed by leaps and bounds. Given great 
impetus by the work of Robb and Steinberg 
in 1938, it has reached the point where vir- 
tually every major arterial channel and 
many venous channels of the body have 
been visualized. 


pro- 
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PRINCIPLES OF THE METHOD 


x those few who are unfamiliar with 
this procedure, I shall very briefly describe 
the principles of the method. 


\fter it is learned that there is an indi- 
cation for angiocardiography, and we shall 
see what these are shortly, the patient 
should be interrogated as to any history of 
asthma or hypersensitivity. If the history 
is negative, he should then be tested for 
sensitivity to the drug to be used. The 
drugs commonly employed are 70 per cent 
diodrast or 75 per cent neo-iopax in aqueous 
solution, both of which are organic iodide 
preparations. Following a negative sensi- 
tivity test, the contrast medium is injected 
as rapidly as possible; the vessel injected 
into, of course, being dependent upon the 
site to be visualized. The quantity injected 
is determined by the site and the size of the 
individual. The average adult dose is about 
45 ce. Immediately following injection, 
roentgenograms of the desired location are 
made in as rapid succession as the x-ray 
equipment permits. Many systems exist for 
the rapid taking of roentgenograms. They 
vary all the way from simple manual shift- 
ing of cassettes to motion picture cameras 
capable of taking 60 pictures a second. 


The illustrations that follow have been 
copied from 70 mm. photofluorographs of 
the type used in Public Health chest sur- 
veys. All the pictures were made at the 
Heart Station of Charity Hospital on a 
machine which has been modified so that it 
is capable of taking about one picture per 
second. Only the most informative picture 
or pictures of any one series will be shown. 


As angiocardiography is customarily per- 
formed, a cut-down on a median basilic vein 
is done, a 12 gauge needle is threaded into 
the vein, and 40 to 50 cc. of the contrast 
medium is injected very rapidly (1 to 2 sec- 
onds) from a Robb syringe. Obviously, the 
natural course of the circulation is followed 
and the right side of the heart, the pulmon- 
ary vascular system, the left side of the 
heart and the aorta can be visualized. 


With such a diagnostic tool at hand, in- 
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numerable applications of angiocardiog- 
raphy immediately. come to mind. 


APPLICATION OF ANGIOCARDIOGRAPHY 


To take the more common ones first, let 
us consider the diagnostic problem of the 
large cardiac shadow. I am sure that every- 
one of you at some time in your career has 
had a case of a large cardiac shadow on 
x-ray examination, which, even with the 
benefit of tilt-table fluoroscopy or roent- 
genkymography, could not be distinguished 
definitely as either a large dilated heart or 
a large pericardial effusion. Heretofore, 
the ultimate diagnosis has been determined 
by means of a needle and aspirating sy- 
ringe; however, to be rewarded with a sy- 
ringe full of blood is somewhat disconcert- 
ing, to say the least. 

Just such a problem arose in a case, the 
clinical diagnosis of which was hypothy- 
roidism. Since both dilated hearts and peri- 
cardial effusions have been reported in this 
condition, the etiology was of little help. 
The electrocardiogram and fluoroscopy of- 
fered little more. An angiocardiogram was 


made (Figure 1) and was diagnostic of a 


— 





Figure 1 


pericardial effusion. It was subsequently 
proved by pericardiocentesis followed by 
air instillation. 

In another case, the problem was the 
same, differing in that the etiology was un- 
known but was presumed to be rheumatic. 








(Figure 2) One can see from this picture 





Figure 2 


how huge was the cardiac shadow. You 
will also note that the contrast medium ap- 
pears to fill it almost entirely. 

Another situation where difficulties arise 
quite frequently is in the differential diag- 
nosis of a mediastinal mass. Angiocardiog- 
raphy is not the final word in this respect, 
but is an aid where the differential lies be- 
tween a solid and a vascular tumor. 

In Figure 3, the third in the series of 





Figure 3 


pictures of this particular case, a very large 
mass is seen in the superior mediastinum. 
You will note that the pulmonary arteries 
are filled at this stage and are being de- 
pressed by the mass. In Figure 4, the con- 
trast medium is in the aorta and has filled 
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Figure 4 
the mass as well, indicating that the diag- 
nosis is aortic aneurysm. 
In contrast, Figure 5 is given. The prob- 





Figure 5 


lem was much the same. In this instance, 
there was a mass just to the left of the 
superior mediastinum. In this picture, the 
aorta is well visualized to the complete ex- 
clusion of the mass. This does not definitely 
rule out aneurysm, but is very suggestive. 
At surgery, the mass proved to be a bron- 
chogenic cyst. 

Insofar as mediastinal masses are con- 
cerned, angiocardiography at times serves 
another useful purpose. The limits of a 
mass, as well as its contour may be deline- 
ated if by chance it lies adjacent to or com- 
presses a vascular structure. This has been 
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used to prognosticate in cases of pulmonary 
malignancy. If metastases have reached 
the mediastinal lymph nodes resulting in 
insufficient enlargement to be apparent on 
routine chest x-ray, the contour of the su- 
perior vena cava may be distorted and the 
presence of the nodes thus indicated, spar- 
ing the patient an unnecessary and fruitless 
operation. 


While on the subject of mediastinal 
masses, we might consider a very signifi- 
cant difficulty sometimes encountered. If 
a superior mediastinal syndrome of venous 
occlusion is present, it is quite apparent 
that angiocardiography stands little chance 
of being successful. To make the most of 
a bad situation, this has proved to be an 
excellent means of demonstrating collateral 
circulation in this type of case. We have 
since learned that the heart and great ves- 
sels can be visualized in such an instance 
by injecting the contrast medium into the 
saphenous vein just as it enters the femoral 
vein. 


Another field where angiocardiography 
has proved of value is in the diagnosis of 
pulmonary disease. A patient, 58 years old, 
was seen for what appeared to be pneu- 
monia of the right upper lobe. With failure 
of resolution following intensive therapy, 
further investigation was done, including 
bronchoscopy and sputum studies for acid 
fast bacilli and malignant cells. Still the 
diagnosis had not been made. Angiocardio- 
gram was made and revealed complete ob- 
struction of the superior branch of the 
right pulmonary artery. This has been de- 
scribed before and is usually taken to indi- 
cate malignancy with invasion of the blood 
vessels. In fact, it has been used to differ- 
entiate benign from malignant pulmonary 
tumors. With the findings shown, a diag- 
nosis of pulmonary malignancy was made. 
This was confirmed at surgery when it was 
demonstrated that a tumor had invaded 
and completely obstructed the suspected 
artery. This application is not infallible 
for the same phenomenon can occur with 
inflammatory lesions resulting in fibrosis. 


We will now consider the remainder of 


the applications in as nearly an anatomical 
progression as possible. 

To begin with the heart, angiocardiog- 
raphy is an excellent tool in the diagnosis 
of congenital heart disease. It has been re- 
ported that this method can be used to 
demonstrate an interatrial septal defect. 
This diagnosis, of course, is made if the left 
atrium fills almost at the same time as the 
right. In our cases, the blood flow through 
the defect, proved by cardiac catheteriza- 
tion, has been in the opposite direction, and 
consequently, the left atrium does not vis- 
ualize as early as has been described, the 
diagnosis being made by the refilling of 
the right atrium from the left. 

More successful has been the use of an- 
giocardiography in the demonstration of 
pulmonic stenosis. This is especially im- 
portant today when valvulotomies are being 
performed for it distinguishes between the 
valvular and the infundibular types of sten- 
osis. Interestingly, it also demonstrates the 
poststenotic dilation which is so commonly 
seen in this condition. 

Proceeding farther along the pulmonary 
tree, we come to patency of the ductus ar- 
teriosus. As you well know, to diagnose 
persistency of this fetal structure is not 
always a simple matter, for the murmur is 
not always of the continuous variety, and 
the so-called typical murmur can be mi- 
micked by a venous hum. For the best re- 
sults in contrast visualization of this condi- 
tion, a retrograde arterial injection, either 
into a carotid or brachial artery, has proved 
most satisfactory. The contrast medium 
flows into the aorta, and, because of the 
left-to-right shunt at the level of the ductus, 
then into the pulmonary artery. 

In Eisenmenger’s complex, that is, an 
interventricular septal defect with an over- 
riding aorta, we see another interesting ap- 
plication. In this condition, the blood 
ejected from the right ventricle enters both 
the pulmonary artery and the aorta. Of 
course, when diodrast has been injected, 
both of these structures will visualize sim- 
ultaneously. A pattern somewhat similar 
to this is seen in tetralogy of Fallot and cor 
triloculare with a single ventricle, with cer- 
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tain distinguishing features for each of the 
three. 

Recause of the progress made in cardio- 
vascular surgery, Figure 6 represents a 





Figure 6 
very important use of this procedure. It is 
in the localization of coarctation of the 
aorta. It is also of value in the diagnosis 
of clinically obscure cases of coarctation. 
The route of injection may be either venous 
or arterial; however, the best results have 
been obtained wit’ the latter, using the 
carotid or brachial artery. 

As to diseases of the aorta, early luetic 
aortitis has been diagnosed by demonstrat- 
ing dilation of the ascending aorta together 
with irregularity of the lumen. 

Progressing farther anatomically, we 
have been able to visualize aneurysms of 
the abdominal aorta, even after injecting 
the contrast medium intravenously, show- 
ing that it is radiographically effective for 
quite long intravascular distances. Better 
results have been reported in this situation 
by doing a retrograde injection into the 
femoral artery. The secret of success in this 
approach lies in having the patient do a 
strong prolonged Valsalva maneuver which 
decreases cardiac output, slows blood flow 
and lowers blood pressure; however, this 
requires complete cooperation on the part 
of the patient. 

Angiocardiography, or rather angiog- 
raphy, is of interest to the neurosurgeon 
for it is used to visualize the blood vessels 
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of the cranial vault following an intracaro- 
tid injection of the contrast medium. This 
finds greatest application in the localization 
of congenital aneurysms at the base of the 
brain to determine if they are amenable to 
ligation. As you well know, this can mean 
the difference between a long and a very 
short life expectancy. 

The urologist, long a user of diodrast, 
has only comparatively recently become in- 
terested in angiography. With the visuali- 
zation of the abdominal aorta, it has become 
apparent that, because of the great vascu- 
larity and the tremendous blood flow 
through the kidneys, these organs can be 
seen as well, giving a nephrogram rather 
than a pyelogram. In one particular case, 
nephroptosis was accidentally discovered 
by this method. Another type of case in- 
volving the urologist, and one which demon- 
strates to what ends angiography may be 
put, is shown in Figure 7 in which a retro- 
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caval ureter was suspected. A_ ureteral 
catheter was put in place up to the pelvis 
of the suspected kidney. The usual amount 
of contrast medium was injected into the 
saphenous vein, giving complete visualiza- 
tion of the abdominal portion of the in- 
ferior vena cava and, by demonstrating the 
relationship of this structure and the ure- 
ter, confirming the suspected diagnosis. 
We return now to the field of interest of 
the surgeon—the venogram. This is used 
particularly in the study of varicose veins. 
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The case shown in Figure 8 is a little out 





Figure 8 


of the ordinary. The patient was suspected 
of having Milroy’s disease, congenital 
lymphedema; however, this retrograde ven- 
ogram demonstrates that the primary ab- 
nornality was incompetency of the femoral 
venous system. 
SUMMARY 

Thus we have seen some of the many 
uses to which angivcardiography may be 
put. Perhaps I have stretched the true 
meaning of the word, but it was done in all 
honesty and for the sole purpose of avoid- 
ing the cumbersome phrase “intravascular 
contrast radiography.” I have not men- 
tioned the many experimental applications 
now in use but have left that for you to 
visualize, for a little imagination will 
greatly extend the horizon of this, a clin- 
ically established procedure. 
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The present-day gynecologist considers 
the patient as an organism with some inter- 
related systems. He does not consider her 
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as having a genital tract entirely divorced 
from other systems. He looks upon her as 
having many systems and that diseases of 
other systems can directly or indirectly in- 
fluence the genital tract. He also remem- 
bers that pelvic pathology is not always the 
sole cause of many symptoms which she 
may present. There are also many indi- 
viduals who may present familial and/or 
hereditary characteristics or developmental 
anomalies. These must always be consid- 
ered in evaluating one’s findings. 


Pain is a symptom which is common to 
all systems of the body. The genital tract 
is, of course, no exception in this respect. 
Pain is the most common complaint given 
to the gynecologist as a reason for an ex- 
amination. Unfortunately, it is too often 
customary to regard all feminine pain lo- 
‘ated anatomically between the umbilicus 
and the perineum as originating in the gen- 
erative apparatus, especially if it is asso- 
ciated with or exaggerated by menstrua- 
tion. It matters little if the pelvic organs 
are found to be normal for the idea is firm- 
ly fixed that pelvic pain is genital, always. 
There is an unfortunate tendency at times 
to invent pelvic pathology such as cystic 
ovary or prolapsed ovary, or even a dis- 
placed uterus in order to fit the patient’s 
symptoms. In a desire to relieve pelvic 
pain, many operations are done in the name 
of gynecology. W. F. Mengert.stated in a 
report given in 1949 that 75 per cent of 
1320 ovaries removed during a five year 
period in a local hospital were histologically 
normal or contained only follicular or cor- 
pus luteum cysts. Norman F. Miller,' in a 
paper entitled Hysterectomy, a Therapeutic 
Necessity or Surgical Racket, found that in 
22 per cent of the cases, the main symptom 
and often the only one, was lower abdomin- 
al pain. 

When the consultant gynecologist finally 
sees the patient, she often has had many 
surgical procedures, including an appendec- 
tomy, removal of part or all of an ovary, 
uterine suspension, and, unfortunately, she 
still has her lower abdominal or pelvic pain. 

The uterus, tubes, and ovaries are in- 
nervated from the autonomic nervous sys- 
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tem. Pain can thus emanate from them 
only as visceral sensation just as from the 
intestine, liver, or spleen. There are many 
disorders in the female where lower abdom- 
inal pain is one of the chief symptoms. 
Pelvic pain or lower abdominal pain as 
classified by Mengert? is as follows: 
I. Pain of genital origin 
1. Gonorrhea, pelvic inflammatory 
disease, pelvic cellulitis, hemor- 
rhage. 
2. Uterine prolapse, adhesions, 
twisted pedicle of ovarian cysts. 
3. Periodic distention of edometrial 
implants 


4. Tumor incarcerated in pelvis 


5. Rupture of uterus, tube or blad- 
der. 


II. Pain of extragenital origin 

1. Pelvic neurosis 

2. Pain originating in other pelvic 
structures 
a) Bony, sacro-iliac 
b) Urinary tract 
c) Intestinal tract, colitis, diver- 

ticulitis, appendicitis. 


PIFFERENTIAL DIAGNOSIS 

Time prevents my discussing each one of 
these conditions so I will confine my re- 
marks to those disorders that are commonly 
encountered and at times confused. Among 
the acute conditions that must be con- 
sidered are appendicitis, acute salpingitis, 
extra-uterine pregnancy, twisted pedicle of 
an ovarian cyst, ovarian hemorrhage, and 
ureteral calculus. 

Acute appendicitis is perhaps the most 
frequent right quadrant 
pain. A typical case with sudden onset of 
pain which is at first umbilical or epigas- 
tric and later localizes near McBurney’s 
point with gastrointestinal disturbance 
usually offers no diagnostic problem. 
Where this does not occur, one must con- 
sider among other acute conditions salpin- 
gitis. This differentiation should not be 
difficult in the average case. The history 
of exposure, onset of symptoms with high 
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fever, chills, high leucocyte count, and bi- 
lateral abdominal pain, are factors that sel- 
dom occur in other conditions. Ruptured 
tubal pregnancy must always be considered 
and in such a condition the history will be 
of great value. Where rupture has taken 
place, as evidenced by hemorrhagic shock, 
one should have little difficulty in deter- 
mining this. Cul-de-sac puncture is a valu- 
able aid in such a diagnosis. 

Hemorrhage from a ruptured follicle or 
corpus luteum cyst or at ovulation may at 
times be confusing. There have been many 
laparotomies done for supposed acute ap- 
pendicitis where ovarian hemorrhage had 
occurred. The differential diagnosis is at 
times difficult. During the past six months, 
I have seen two 14 year old girls with acute 
abdomen where appendicitis was the most 
likely diagnosis but where para-ovarian 
cysts with hemorrhage into the mesosalpinx 
was found to be the primary condition. 
Twisted pedicle of ovarian cyst usually pre- 
sents a clinical picture of acute abdomen. 
The main symptom, of course, is abdominal] 
pain of severe type. Severity of shock de- 
pends on size of cyst and amount of dis- 
turbed blood supply. Diagnosis is easy if 
one is aware of the pre-existence of such a 
cyst prior to the acute attack. 

Ureteral colic may at times simulate 
acute appendicitis and one should always 
rule it out before surgery is done. Exam- 
ination of the urine with the finding of red 
cells, and x-ray will usually give sufficient 
information. 

We see thus that the differential diag- 
nosis of the acute abdomen can usually be 
successfully carried out. As the great ma- 
jority of these conditions require immediate 
surgery, this differentiation is not always 
obligatory. It is sometimes made only at 
the time of surgery. Most gynecologists 
prefer to do an occasional laparotomy need- 
lessly rather than to fail to do so and later 
have a ruptured extra-uterine or ruptured 
tubal abscess found at autopsy. 

Chronic pelvic pain or lower abdominal 
pain may be the result of a multitude of 
conditions. One must always rule out pain 
of bony origin before holding the pelvic 
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organs responsible. Chronic lower abdom- 
inal pain may originate from the following 
conditions or locations: the cervix, uterine 
prolapse, uterine retrodisplacement, tubal 
disease, or ovarian pathology. 

Chronic pelvic pain is often the result of 
cervical pathology, particularly where the 
supravaginal portion of the uterus has been 
removed and the stenotic cervical stump, 
which is almost always infected, remains. 
Prolapse of the cervical stump and para- 
metritis are often associated and traction 
on the cervix will usually reproduce the 
patient’s pain. The removal of the cervical 
stump is usually followed by relief from 
such pain. 

Uterine prolapse of a second or third de- 
gree can be held responsible for many in- 
stances of chronic lower abdominal pain 
and can be corrected by one of two pro- 
cedures, depending upon the age of the in- 
dividual. In the young individual with con- 
siderable prolapse, abdominal suspension 
plus repairing the pelvic relaxation will re- 
sult in a relief in the majority of cases. 
This, however, should always be preceded 
by the use of a pessary as a therapeutic 
test. In women in their late thirties and 
over, any prolapse of the uterus should be 
treated by a vaginal hysterectomy. 

A retrodisplaced uterus used to be 
thought of as an important factor in the 
cause of chronic pain. The present-day 
gynecologist, however, does not recognize 
this. There are many women with retrodis- 
placed uteri who do not ever have chronic 
pain or backache. 

One must try to reach a happy medium 
in dealing with a woman whose chief com- 
plaint is lower abdominal pain. At times 
he must be quite conservative and at other 
times, appear to be radical. One’s experi- 
ence is the only measure that can be used 
in determining which course to follow. The 
internist is often the first to see her and too 
often considers it as a strictly medical con- 
dition. Also, too often he fails to consider 
the pelvic organs as a possible cause and 
even fails to do a pelvic examination. He 
attempts to fit some disease pattern to the 
symptoms complained of. I cannot stress 
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too strongly the importance of pelvic ex- 
amination as routine in any woman. This 
is especially true, of course, in any woman 
complaining of abdominal pain. If this is 
not done by the internist, he should then 
have a gynecological consultant as a part of 
his routine examination of such an indi- 
vidual. 


It is, of course, quite true that often the 
surgeon is at fault and surgical procedures 
are done without adequate findings. Too 
many times are normal ovaries removed for 
simple cysts or suspended because of ques- 
tionable prolapse. Too often are uteri sus- 
pended because of retroversions that are 
not the cause of pain. Too often are normal 
uteri removed where pelvic pain has been 
the only complaint. In most instances, this 
pain remains after such surgery is done. 
When the consultant gynecologist finally 
sees the unfortunate patient, she has a 
battle-scarred abdomen and still has her 
pain. Such cases are, of course, the excep- 
tion but I can assure you that they do 
exist. 

At this time, I should like to call your 
attention to the presence of gastrointest- 
inal symptoms in association with pelvic 
pathology. These are especially true, for 
instance, in lower bowel involvement in the 
presence of pelvic endometriosis or chronic 
pelvic inflammatory disease. Many of these 
patients complain of severe rectal pain on 
defecation. Some even have digestive dis- 
turbance. This is also true in metastatic 
genital cancer. 

Rectal examination is often a valuable 
aid for diagnosis of pelvic pathology where 
the main complaint is pain. This examina- 
tion is of great value in young females 
with intact hymen. Often it is the only 
means of determining pelvic pathology. 
This is true in uterosacral endometriosis— 
pelvic infection with fixation of the pelvic 
structures in the cul-de-sac. Such a pro- 
cedure should always be part of the gynec- 
ologist’s examination, just as it is a part 
of the internist’s. 

At a recent meeting in Dallas of the Sou- 
thern Gynecological and Obstetrical Soci- 
ety, William F. Guerriero*® gave a presenta- 
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tion on Gynecic-like Pain. Of 1100 patients 
whose main complaint was pelvic pain he 
found 42 per cent had no pelvic pathology. 
These were grouped as follows: 

Urologic: 44 per cent, of which 75 per 
cent were found to have pain as a result 
of posterior urethritis—a condition 
scribed by his group as the female prostate. 

Orthopedic: 25 per cent, mostly due to 
postural and mechanical conditions. 

Medical: 7 per cent, this being of special 
interest to you as internists. Medical con- 
ditions most commonly found responsible 
for gynecic-like pain were: colitis in 40 pa- 
tients, diverticulitis in 8 (and must be al- 
Ways considered in women over 40), ame- 
biasis in 5, cancer of the large bowel in 3, 
and polyps of the gastrointestinal tract 
in 4. 

The remaining 24 per cent were classi- 
fied as a mixed group and included condi- 
tions in other systems than the ones al- 
ready mentioned. It is also of special in- 
terest to you that 12 per cent of the mixed 
group were found to be of psychic origin. 

CONCLUSIONS 

What, then, can we do about lower ab- 
dominal or pelvic pain? It is difficult to 
make a diagnosis of pelvic neurosis. Sex- 
ual incompatibility, infidelity, or even ster- 
ility may be causal factors that at times 
are difficult to evaluate. As a matter of 
fact, the presence of these factors is most 
difficult to obtain from the patient. We 
cannot always be sure whether pain is of 
genital or extragenital origin. We can, how- 
ever, usually differentiate between anatom- 
ically normal and abnormal pelvic organs. 
We can refuse to operate except where def- 
inite disease entities exist. The only excep- 
tion is exploration in the presence of pro- 
longed and persistent pain of obscure 
origin. Unfortunately, again in such cases 
we will in the majority find nothing. If no 
pathology is found on examination, we must 
not do meddlesome surgery for if we do, 
we must remember that the patient will 
still have her pain. 

The internist can help by always includ- 
ing as part of his physical examination a 
pelvic examination. If he does not feel him- 
self qualified to interpret any abnormal 
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findings, then he should refer his patient 
for proper pelvic examination and diag- 
nosis. 
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SUPPURATIVE PERICARDITIS 
WITH 
REPORT OF THREE CASES 
CHARLES V. MENENDEZ, M. D. 
NEW ORLEANS 


In 1933 Truesdale collected from the lit- 
erature 176 cases operated upon for acute 
purulent pericarditis, and added 2 of his 
own. This comprehensive report extended 
back to 1844 when Hilsman of Kiel oper- 
ated upon the first purulent effusion. The 
mortality rate for the entire series was 
about 40 per cent; for the last 24 cases, it 
was 38 per cent. For unknown 
there has been a scarcity of articles on this 
subject since Truesdale’s review; whereas 
previous to this time, a voluminous amount 
had been written. 

Purulent pericarditis is apparently more 
common than one would suspect from the 
and probably more lethal. 
Pyrah and Pain in 796 autopsies done at 
the Leeds General Infirmary, 1921-1931, 
found 214 cases of acute pericarditis of 
which 91 were suppurative. In Osler’s 
words, ““No serious disease is so frequently 
and Churchill cautions that 
“statistics give a false idea of the efficacy 
of the surgical treatment because of the 
tendency to add single successful cases to 
the literature”. 

ETIOLOGY AND CLINICAL PATILOLAOGY 

In a review of the pathology of all types 
of acute pericarditis, including both the 
purulent and non-purulent varieties, 
Branch, in 1933 stated that the pneumococ- 
cus was responsible for 35 per cent of the 
The organism of rheumatic 
caused 30 per cent, while other 
such as staphylococcus, streptococcus, and 
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the tubercle bacilius accounted for about 
15 per cent more. The remaining 20 per 
cent of cases are noninfectious, and occur 
as the terminal event in such diseases as 
uremia, diabetes, anemias, leukemias, and 
coronary thrombosis. Influenza bacilli, L. 
pyocyaneus, meningococci, gonococci, L. 
coli, and diphtheroid bacilli, however, have 
also been reported as etiologic organisms in 
producing pyogenic pericarditis; and, non- 
purulent effusions have been associated 
with xanthematous diseases such as scarlet 
fever, with virus pneumonia, tularemia, 
fungus pneumonitis, psittacosis, and possi- 
bly rickettsial infections. 


\ clinical pathological classification of 
acute pericarditis, again including all types, 
is as follows: serous, fibrinous, purulent, 
hemorrhagic, and tuberculous. As Branch 
emphasizes, any of these may appear as a 
pure textbook form, but more commonly 
they occur together. Pathological proces- 
ses, being progressive in nature, either tend 
to heal or get worse; they do not remain 
stationary. 

A true fibrinous pericarditis (the so- 
called dry pericarditis) is probably rare; 
it is almost always in some stage of sero- 
fibrinous inflammation. This latter type 
predominates in rheumatic fever, uremia, 
the anemias, and infarcts. At autopsy the 
pericardial sac contains thin fibrin flecked 
fluid, which is either clear or slightly 
turbid; should this fluid have been ab- 
sorbed, a fibrinous pericarditis would 
have been produced, and this fibrin, due 
to the motion of the heart, would assume 
a marked shaggy roughness sometimes 
spoken of as “cor villosum’’. Under other 
circumstances, as with the anasarca of 
cardiorenal disease, or in tuberculosis, or 
again in rheumatic fever, the fibrinous 
component of the picture is not as prom- 
inent, and the serous phenomenon predom- 
inates. This condition, known as hydro- 
pericardium, is, strictly speaking, seldom 
part of an acute pericarditis. The pyogenic 
organisms, however, in producing acute 
purulent pericarditis, almost always pass 
through stages of serous and fibrinous in- 
flammation. An acute inflammatory reac- 
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tion due to a special etiologic agent which 
combines red cells with the inflammatory 
exudate is referred to as hemorrhagic peri- 
carditis. The color of the fluid may vary 
from a light tinge to a dark red, and natur- 
ally, the longer it has persisted the more 
reddish brown the exudate becomes because 
of red cell destruction. This type is char- 
acteristically found accompanying tubercu- 
losis, syphilis, malignancy of the pericard- 
ium, or coronary thrombosis. Tuberculous 
pericarditis, though not common, is far 
from rare. It is, of course, secondary to 
tuberculosis elsewhere, and usually a direct 
extension from the pleura or from medias- 
tinal nodes. 

The course of acute pericarditis is vari- 
able. It is remarkable how many of the 
cases recover, or manifest so few symptoms 
that they, or their scars, are discovered only 
accidentally at autopsy. It is generally ac- 
cepted that when fibrinous pericarditis 
heals, whether passing through a serous or 
a purulent stage or not, adhesions form be- 
tween the visceral and parietal layers of the 
pericardium. The size, and number of the 
adhesions depend upon the amount of fibrin 
present. They may completely obliterate 
the pericardial sac in some cases; in others, 
a few long fibrous festoons may remain; 
and in still other instances, the site may be 
represented only by a local scar, the so- 
called “milk-spot”. Death from acute peri- 
carditis usually occurs when a large puru- 
lent exudate receives inadequate surgical 
drainage. A large serous exudate may, of 
course, create profound pressure symptoms. 

Acute pericarditis is found more fre- 
quently in males than in females, in a ratio 
of 3 to 1, and it has been reported in ages 
ranging from 1 to 75, with an average of 
35 years. White people appear to be less 
susceptible to the disease than are negroes. 

Osler stated that recovery is due not so 
much to the approach employed or the tech- 
nique of drainage as to the time at which 
the operation is done and the condition of 
the patient following the primary disease 
to which pericarditis is secondary. Hed- 
blom, in 1922, showed the importance of 
the primary process in influencing the 
prognosis by the following observations. 
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Only 5 per cent of 51 patients suffering 
from pericarditis following rheumatic fever 
died, whereas 80 per cent of 40 patients 
whose condition was associated with em- 
pyema, pneumonia, or septicemia died. Such 
figures should caution one in claiming a 
recovery from any particular method of 
drainage, but in spite of this it is felt that 
the principles of drainage are vital, and 
acute suppurative pericarditis is an afflic- 
tion in which, if principles are disregarded, 
the chances of failure are greatly multi- 
plied. 


SIGNS, SYMPTOMS, AND DIAGNOSIS 
Failure to keep in mind the possibility 
of pericarditis may lead one to overlook the 
diagnosis. Because purulent pericarditis 
develops at the height of an associated ill- 
ness, it is likely to be unnoticed and death 
attributed to the original pneumonia, em- 
pyema, lung abscess, or mediastinitis. The 
following signs and symptoms should be 
looked for: rapid paradoxical pulse, fever, 
dyspnea, cyanosis, precordial distress, en- 
gorgement of the neck veins, friction rub, 
increased cardiac dullness, and distant 
heart sounds; in fact, the patient’s condi- 
tion may appear almost terminal. On flu- 
oroscopic examination the enlarged heart 
shadow, apparent also on chest film, will 
show diminished motion. The friction rub 
may be transitory, and the heart sounds, 
due to a floating forward of the heart, may 
not be distant. Electrocardiagraphic 
changes may be of some assistance if the 
diagnosis is questionable; and serial trac- 
ings throughout, and following the illness 
are helpful in evaluating the cardiac status. 
Diagnostic aspiration should be done as 
soon as possible, and if pus is obtained 
emergency surgical drainage should be per- 
formed. The pericardium may be aspirated 
through one of the lower two or three inter- 
spaces either to the right or to the left of 
the sternum. An alternative route is from 
the epigastrium to the left of the xyphoid 
process with the needle directed superiorly. 
Remaining medial to the internal mammary 
vessels which course about 2.5 cm. lateral 
and parallel to the sternal border will min- 
imize complications produced by traversing 
the lung. If purulent exudate is obtained 
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by aspiration, as much as possible should be 
removed. This will lower the intraperi- 
cardial pressure which is producing the 
tamponade, and benefit the patient immeas- 
urably. The risk of the surgical procedure 
following relief of the tamponade is also 
diminished. Though a few cases have been 
reported in which patients were apparently 
cured of purulent pericarditis by aspiration 
of the pericardium and installation of sulfa- 
diazine or penicillin, it does not appear that 
such a procedure is one of choice. The limi- 
tations of aspiration are too great. Surgical 
drainage is indicated as soon as the diag- 
nosis is made. 
OPERATIVE PROCEDURE 

Throughout the literature a controversy 
has existed over the preferable route for 
drainage of the pericardium. It would seem, 
however, that a sufficiently large opening 
situated in a completely dependent position 
is all that could be desired, and that the 
easiest means of achieving this end should 
be the best. For these reasons the following 





Figure 1. Incision recommended for pericardios- 
tomy. (Thorax taken from Grant’s Atlas of 
Anatomy.) 
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ow anterior approach is recommended. In 
adults local anesthesia is preferable to gen- 
eral. A boomerang shaped incision (Fig. 1) 
is made with the vertical limb overlying the 
left border of the lower sternum, and the 
more horizontal limb overlying the seventh 
costal cartilage. The seventh, sixth, and 
fifth cartilages are subperichondrially re- 
sected, and the internal mammary vessels 
are ligated as they enter and leave the 
operative wound. A vertical incision ad- 
jacent to the sternal border is then made 
into the pericardium. Care is taken to re- 
flect the left parietal pleura laterally so that 
it is not inadvertently entered. The inci- 
sion into the pericardium is carried as far 
inferiorly as the diaphragm. The pericard- 
is then sutured to the subcutaneous 
insure that the stoma remain 
patulous. At this point the index finger is 
inserted into the pericardial cavity to sep- 
arate all points of adherence between the 
parietal and visceral layers of pericardium. 
This maneuver should be carried out gently 
but thoroughly. With an opening of suffi- 
cient size into the pericardium its recesses 
can be reached, and loculations of fluid can 
be dispersed. It is most important to sweep 
the exploring finger posteriorly around the 
apex of the ventricle where exudate tends 
Following digital manipulation 
it will frequently be noted that many tough, 
purulent curds will be released. These curds 
offer obvious evidence why difficulty is 
sometimes experienced in aspirating the 
pericardium of suppurative pericarditis. 
The pericardial cavity is then irrigated 
with 500 cc. to 1000 cc. of warm normal 
saline through a soft medium sized cathe- 
ter. A nylon or gauze pack is placed within 
the wound, and a dry dressing is applied. 

Immediately upon relieving the tampon- 
ade by opening the pericardium a remark- 
able improvement in physical signs is noted. 
The blood pressure rises, the pulse rate 
falls, the dyspnea diminishes; and, a thrash- 
incoherent patient begins to rest 
quietly. 
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Digital manipulations followed by irriga- 
tion with normal saline are begun on the 
first postoperative day, and are continued 
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daily as long as the fluid, and particularly 
the purulent curds, reform. Usually by the 
fifth to the tenth day digital exploration 
releases only a few cc. of pink serous fluid, 
and irrigation yields only the clear saline 
being employed. Placing the patient either 
in the supine position, or erect (seated or 
standing) during a considerable portion of 
the time postoperatively, naturally in- 
creases the dependency of the pericardi- 
ostomy and thereby facilities drainage. 
When manipulation and irrigation are no 
longer necessary, dry dressings, changed 
daily, are applied to the operative area, and 
the wound is allowed to close. 

In the group of cases being presently re- 
ported, one ampule of streptokinase-strep- 
todornase solution, containing 150,000 
units and 50,000 units respectively, was 
placed into the pericardial cavity following 
each daily irrigation. That these substances 
are capable of digesting waste products is 
unquestionable, and their use in this series 
for enzymatic debridement appears to have 
been beneficial. Systemic drug therapy is, 
of course, carried out diligently along with 
the surgical treatment and irrigations. 

PROGNOSIS 

The prognosis in patients with suppura- 
tive pericarditis who receive adequate, de- 
pendent drainage as soon as possible should 
be good. Certainly the 50 per cent mortality 
rate reported in previous years should be 
significantly lowered in the future. The 
antibiotics undoubtedly deserve the bulk of 
the credit for combating not only the peri- 
carditis but also the underlying disease 
which the pericarditis complicates. Regard- 
ing the ultimate prognosis, it has been re- 
ported by Shipley in 1936 that of his 7 per- 
sonally operated and followed cases 2 were 
asymptomatic for over five years, and 3 
were well for over ten years. One case, also 
asymptomatic, had been followed for only 
two years, and 1 case had been lost. Shipley 
also listed, at that time, 39 cases, of other 
surgeons, who had been followed over one 
vear, and 35 of this group were well with 
no cardiac enlargement. One case was ill 
with adhesive pericarditis; 1 died of ad- 
hesive pericarditis, and 2 cases died, one 
and three years later, of causes unrelated 
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to the pericarditis. It is interesting that in 
Churchill's report of 37 pericardiectemies 
for chronic constrictive pericarditis, none 
followed suppurative pericarditis. 
CASE REPORTS 

During the period from July 1, 1950, to 
July 1, 1951, 3 cases of suppurative peri- 
carditis were admitted to the Tulane Sur- 
gery Service of Charity Hospital at New 
Orleans. All were treated by surgical drain- 
age and all recovered uneventfully. This 
group, the case histories of which follow, 
forms the basis for this report. 





Case I—film taken before drainage. 


Figure 2. 


Case No. 1. A. M., a 2 year old colored female 
child, was admitted to the 
August 18, 1951, from an outlying hospital with 


Pediatric Service on 
the story of having been ill for three weeks with 
cough and shortness of breath. A diagnosis of 
bronchopneumonia had been made by x-ray, and 
the child had received sulfadiazine, penicillin, and 
nasal oxygen. She appaiently responded and was 
discharged. One 
clinic visit and was found to have a rapid heart 


week later she returned for a 
rate, an enlarged liver, mild generalized edema, 


urine containing albumin and casts, and an x-ray 
of the chest showing cardiac enlargement. She 
was referred to Charity Hospital with the diag- 
glomerulonephritis. According to the 
mother, the relapse of the child’s illness began with 
a cold and followed by 


“Later,” the mother stated, “she quit making water 


nosis of 


nasal discharge fever. 
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Case I—film taken 7% months, post 


Figure 3. 


operatively. 


and her eyes and feet swelled.” On admission to 
Charity Hospital the child’s 
100.2. F. The pulse rate was 114; the respiratory 
rate was 60; and the blood pressure was 124/84. 
The 

heard 


temperature was 


heart negative. Fine rales 
both lungs with dullness at the right 


base, and the liver was enlarged down to the iliac 


appeared were 


ovel 


crest. The child appeared worse the next day, 
and it was noted that the pulse was paradoxical 
with a rate of 130. Heart sounds were regula 


but distant, and an x-ray of the chest showed an 
extremely large globular heart shadow, the pulsa- 
tions of which, on fluoroscopy, were diminished. 
Some pneumonitis with a slight effusion on the 
right side were also present. An electrocardiogram 
revealed low voltage in all leads, compatible with 
pericarditis with effusion. Aspiration of the peri- 
cardium yielded 180 ce. of greenish yellow 
which showed on smear occasional gram-positive 


pus 
diplococci. Cultures, however, were negative. The 
pulse rate after aspiration fell to 110. A 
centesis 


thora- 
and 10 ce. 
withdrawn. On the 


done on the right side 
fluid 


following morning when 


was 
of clear serous were 
no significant improve- 
ment in the patient’s condition was noted, anothe 
attempt at aspiration was made. Unsuccessful re- 
sults, however, prompted abandonment of the pro- 
cedure and an angiocardiogram was obtained. It 
showed the pericardium to be still distended. Sur- 
gery was consulted and drainage was recommended. 
The operation was done under general anesthesia, 
and consisted of subperichondrial resection of the 
fourth, fifth, and sixth left costal cartilages, liga- 
tion of the internal mammary vessels and incision 
into the pericardial cavity. About 200 ce. of cloudy 
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serous fluid were evacuated, followed by an enor- 
mous number of firm purulent curds. Digital ex- 
ploration was carried out which released additional 


curds, and the pericardial sac was irrigated with 
1000 ce. of normal saline. The parietal pericardium 
“ then sutured to the subcutaneous fascia; a 
nylon pack was placed into the wound; and, a 
dry dressing was applied. Digital exploration and 
irrigations were carried out daily for six days. 
After the third day, curds were no longer present, 
and on the fifth and sixth days only a few cc. 
of serum were noted after manipulation. Peni- 
cillin and aureomycin were the antibiotics em- 
ployed. Postoperatively, however, the patient de- 
veloped congestive heart failure and required digi- 
talis for three weeks. During this period bilateral 
thoracenteses were done on three occasions, with 
100 to 200 ce. of serous fluid being removed from 
the right chest, and 10 to 20 ce. of fluid being 
obtained from the left chest, at each aspiration. 
One week following the discontinuation of digitalis 
the patient, asymptomatic and happy, was dis- 
charged. The chest wound had almost healed. One 
month after discharge an electrocardiogram was 
taken which showed no diagnostic changes of peri- 
carditis. The patient was last seen in the clinic 
in April 1951 feeling well. The blood pressure 
was 118/72, the pulse rate was 134, and the res- 
piratory rate was 20. The lungs were clear to 
physical examination, and the heart had no mur- 
murs, irregularities, thrills, or rubs. On abdominal 
examination, the liver, kidney, and spleen were 


palpable; and there was no edema of the lower 
extremities. 





Figure 4. Case II—film taken before drainage. 





Figure 5. Case II—film taken 4 months, post- 


operatively. 


Case No. 2. W. B., a well developed colored 
male of 43 years, was admitted to the medical 
service on October 20th, 1950, acutely ill, extreme- 
ly dyspneic, pale, and cyanotic. According to the 
history he had a cough, and left chest pain for 
three months. For three weeks the cough had been 
much worse and was productive of pus and oc- 
casionally blood. During the latter interval he 
became progressively more short of breath, and 
ran a low grade fever. There was no history of 
previous congestive failure, but he had taken arm 
and hip shots in 1942. On physical examination 
the neck veins were noted to be distended; there 
was dullness over the left lower chest; and heart 
tones were difficult to hear. The pulse, which 
was paradoxical, had a rate of 92, and the blood 
pressure was 80/60. A portable chest film showed 
a bilateral pleural effusion, more marked on the 
left, and an enlarged globular heart shadow. The 
pericardium was tapped and about 150 cc. of thin, 
light brownish pus were obtained. A left thora- 
centesis yielded about 200 cc. of thick, green pus. 
The patient was then transferred to surgery, and 
under local anesthesia the left seventh, sixth, and 
fifth cartilages were resected, and the pericardium 
was opened. About 50 cc. of seropurulent fluid 
were obtained. The pericardial sac was digitally ex- 
plored to break up delicate adhesions between its 
walls, and was irrigated with 1000 cc. of warm, 
normal saline. The blood pressure at the end of 
the procedure was 110/70. Smears and cultures 
of the fluid obtained were negative. 

During the postoperative course bilateral thora- 
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centeses were performed approximately eleven 
times, but the amount of fluid recovered gradually 
diminished and its character became progressively 
It became apparent on chest films 
that a left lower lobe pneumonia and empyema 
responsible for the purulent pericarditis. 
Digital manipulation and irrigation of the peri- 
were carried out daily on the first 


more serous. 


were 


cardial sac 


five days postoperative days. One ampule of 
streptokenase-streptodornase (150,000 units and 
50,000 units, respectively) was instilled into the 


pericardial cavity following each irrigation. On 
three occasions a similar ampule was injected into 
Un- 


availability of the enzyme at that time precluded 


each pleural cavity following thoracentesis. 
its freer use. The chest plate showed remarkable 
clearance during the course of the illness but due 
to a persistent shadow at the left base, and a con- 
stant low grade fever, an open thoracotomy for 
drainage was done on the eighteenth postoperative 
day with removal of a short segment of the sixth 
rib posteriorly. One hundred and fifty cc. of serous 
fluid were obtained. The patient drained profusely 
from this wound for 
gradually subsided. 


a few days and the fever 
The thoracotomy tube 
subsequently removed and the wound granulated 
in nicely. The antiobiotics administered during 
the hospital stay were penicillin, streptomycin, and 


was 


aureomycin. Several transfusions were also given. 
An electrocardiogram taken shortly after admis- 
sion showed definite evidence of myocardial disease 
compatible with acute pericarditis; two 
months later a tracing was reported as showing 
only suggestive evidence of pericarditis. 


whereas 





Figure 6. Case I1I—film taken before drainage. 


Suppurative Pericarditis 


Five months after pericardiotomy the patient, 
still asymptomatic and gaining weight, began light 
He was last seen on April 14, 1951, with 
no complaints, 


work. 





Case III—film taken 3 months post- 


Figure 7. 


operatively. 


obese colored man 50 


No. 3. F. S., an 
years of age was admitted on December 29, 1950, 


Case 


to the medical service complaining of a chest cold, 
cough, occasional streaking of sputum, fever, chills, 
and generalized aches for three weeks. He had 
become progressively worse, and just prior to ad- 
mission noted also shortness of breath and 
sternal pain radiating to the neck and both shoul- 


sub- 
ders. His blood pressure was 190/130; pulse rate 
was 140; respiratory rate was 40; and tempera- 
ture was 101°F.(R). He was observed to be sweat 
ing profusely, and was orthopneic. His heart was 
considerably enlarged to percussion, with the P.M.I. 
in the anterior axillary line, and heart 
were poorly heard. Loud rales were present ove) 
both lung fields and there was dullness at both 


sounds 


The liver was believed to be enlarged, in 
spite of the difficulties encountered in examining 
an obese patient, and the neck veins were markedly 
distended. He was placed on digitoxin, penicillin, 
salyrgan, aminophyllin, oxygen, and 
phine, and on the following morning there seemed 
to be some improvement. The pulse rate was 120, 
but the blood pressure had fallen, to 110/90. A 
marked pulsus paradoxus was present. An elec- 
trocardiogram taken at this time showed evidence 
of acute pericarditis and a chest film demonstrated 
extreme cardiac enlargement. The pericardium 


bases. 


nasal mor- 
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was tapped and 100 cc. of cloudy greenish yellow 
fluid were withdrawn. Smears showed a few ques- 
tionable pneumococci. The patient was transferred 
to surgery and a pericardiostomy was performed 
under local anesthesia using the low anterior ap- 
proach with resection of the fifth, sixth, and 
seventh costal cartilages. In the course of the 
procedure the left pleural cavity was inadvertently 
entered and 800 cc. of seropurulent fluid were re- 
leased. Upon incising the pericardium, 200 cc. of 
the same type of fluid were obtained. Digital ma- 
nipulation and irrigation with saline were also 
carried out. A small number of purulent curds 
were seen. The pericardium was sutured to the 
subcutaneous fascia, and a nylon pack, covered by 
a dry dressing, was applied. The blood pressure 
immediately rose from 110/70 to 170/110 and the 
patient’s general condition improved noticeably. 
The paradoxical pulse disappeared. A chest film 
taken postoperatively showed air in the pericard- 
ium but no pneumothorax was present. Appar- 
ently the fluid in the left chest had been loculated. 
Digital exploration and irrigation were carried out 
daily for ten days, and penicillin and aureomycin 
were administered during the hospital course. A 
left thoracenteses was done on the sixth day after 
pericardiostomy and 550 cc. of serous fluid were 
removed. Two cultures showed pneumococci, type 
22. The patient was discharged on February 16, 
1951. An electrocardiogram at that time showed 
changes compatible with subacute pericarditis. He 
was last seen in the clinic on June 15, 1951, with 
no complaints. He slept flat in bed and had no 
cough. His blood pressure was 132/92 with a 
pulse rate of 96. The lungs were clear. The 
heart was not enlarged and sounds were of good 
quality. 
SUMMARY AND CONCLUSIONS 
The etiology, pathology, and symptomato- 
logy of acute pericarditis, particularly the 
purulent variety, are discussed. The therapy 
of choice for suppurative pericarditis is 
surgical drainage, a method of which is out- 
lined. 
Three cases, successfully treated by peri- 
cardiostomy, are reported. 
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CARCINOMA OF THE THYROID* 
LAWRENCE H. STRUG, M. D.} 


NEW ORLEANS 


The great variation in the therapeutic ap- 
proach to carcinoma of the thyroid gland is 
due principally to the marked differences 
in biologic behavior of the different types 
of carcinoma. It is obvious that therapeu- 
sis aimed at the papillary type of lesion, 
would not be sufficient and would possibly 
be irrational for malignant adenoma or dif- 
fuse adenocarcinoma. This view is certain- 
ly not shared by others.': = who feel that one 
should always use the radical approach to 
the problem. The latter viewpoint has its 
distinct disadvantages, in that removal of 
the thyroid, contiguous tissues, and regional 
areas of venous and lymphatic spread is an 
impossibility because of neighboring vital 
structures. Thus, it is readily seen why the 
necessity of a radical operation in the ma- 
jority of instances has been challenged. 

The survival and recurrence rates have 
been utterly confusing and disappoint- 
ing,':* + but do show a definite relationship 
to the grades of malignancy and the rate 
of growth, which in some are extremely 
slow and in other types more rapid. An ad- 
ditional factor is that there is a difference 
in fundamental criteria of malignancy 
adopted by different pathologists, thus mak- 
ing it practically impossible to compare 
results with other groups. 

*Presented at meeting of the Orleans Parish 
Medical Society, November 12, 1951. 

*From the Louisiana State University School 
of Medicine, New Orleans, La. 








110 


There has been renewed interest in car- 
cinoma of the thyroid, as evidenced by the 
increased amount of literature on the sub- 
ject in the past few years. This is due to 
(1) increased incidence of the disease, (2) 
universal acceptance of the fact that the 
rather common “lateral aberrant thyroids”’ 
are actually the cervical 
lymphatics and (3) the recent development 
of radioactive iodine. 

There many pathologic classifica- 
tions of tumors of the thyroid, but basically 
they are divided into primary and metas- 
tatic A general classification of 
the primary tumors is as follows: 

1. Adenomas 
a) Alveolar 
b) Papillary 
Carcinoma 
a) Malignant adenoma 
b) Papillary carcinoma 
c) Adenocarcinoma 


metastasis to 


are 


lesions. 


to 


d) Carcinoma simplex 
e) Undifferentiated carcinoma 
f) Epidermoid carcinoma 
Sarcoma 
a) Lymphona 
b) Reticulum cell tumors 
INCIDENCE 

Although numerous reports show an in- 
creasing incidence of cancer of the thy- 
roid,'**" the death rate as reported in vita! 
statistics remains low. 


ce 


It accounts for only 
0.5 to 1.0 per cent of cancer deaths. Nu- 
merous reports in the last five vears have 
shown that this figure is probably too low. 
The basic reason, which Cole has advanced, 
lies in the fact that 
patients dying at 


the cause of death in 
home, as recorded on 
death certificates, is notoriously unreliable 
and most cases of carcinoma of the thyroid 
die at home. 

In spite of the fact that cancer of the 
thyroid is not a common cause of death, 
and thyroid carcinomas are of such a low 
degree of malignancy that they frequently 
may exist for many years without causing 
difficulty, some of them do prove fatal. 
Therefore, it behooves us to attempt to pre- 
vent the formation of such tumors. The dif- 
ficulty lies in the fact that we have been 
unable to prove or disprove that carcinomas 
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arise frequently in adenomata. Crile reports 
the incidence of cancer of the thyroid in 
solitary nodules as 24.5 per cent.® Cole re- 
ports a 17.2 per cent incidence in nontoxic 
nodular goitre, and 4.6 per cent in all types 
of goitres.” Even so, the figures in the soli- 
tary nodule and nontoxic nodular goitre are 
higher than previously anticipated. 
Nevertheless, must approach this 
problem with some degree of rationalis: 
in order to diagnose and treat this diseas 
Age—Carcinoma of the thyroid is pre- 
dominantly a disease of middle age. Some 
reports indicate that it occurs somewhat 
earlier than most other carcinomas. Crile 
gives the average age of patients with pa 
pillary cancer of the thyroid as 29 years 
of age.” In the series of studies at Charit) 
Hospital, the age incidence was as follows: 


one 


31—40 j 61—70 7 
(150 ft) 71—80 7 
51—60 15 81—90 1 


The average age was 49 years. This se- 
ries was not broken down into age groups 
with relationship to the type of malignancy. 
The disease is not infrequent in children, 
and it is of interest that in the Charity 
Hospital series, two of the cases were in 
sisters 10 and 12 years of age. This is in 
accord with other reports, and should make 
us ever cognizant of the fact that solitary 
nodules even in children must 
serious thought. 

Sev—The disease is more frequent in fe- 
males than in males in a ratio of 3 to 1. 
In our series it was 4.6 to 1. 

ETlOLUGY 

It is not within the scope of this paper 
to go into detail! concerning the origin of 
cancer of the thyroid. However, it is the 
opinion of most observers'*'* that a ma- 
jority of all carcinomas of the thyroid de- 
velop in preexisting nodular goitres. This 
varies from 60 to 90 per cent. Solitary 
nodules have a high incidence of malig- 
nancy, and Crile believes that they are 
probably present from the beginning, and 
this is usually always the case. The inci- 
cence varies from 24.5 per cent in Crile’s 
series® to 15.6 per cent in that published by 
Ward. 

On the other hand, a high proportion of 


be given 
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nodular goitres are proven at operation to 
contain carcinomas. Cole reported a total 
of 8 per cent of such occurrences in the 
nodular (toxic and nontoxic) goitres. In 
the nontoxic there was a 17.1 per cent in- 
cidence,® which is much higher than series 
published elsewhere. 

In the series studied at Charity Hospital, 
there was an incidence of 50/727 (6.88 per 
cent) carcinoma in nontoxic nodular goitres 
and 6/369 (1.63 per cent) in toxic nodular 
Of these, 75 per cent were 
scribed as solitary nodules. The incidence 
of carcinoma in the solitary nodules was 
not determined. The incidence of carcinoma 
occurring in toxic nodular goitres has been 
consistently below 2 per cent in the pub- 
lished reports,® and in the series from Char- 


goitres. de- 


ity Hospital, 1.63 per cent compares favor- 
ably. It that the 
of definite thyrotoxicosis makes the pres- 
ence of carcinoma improbable. 
DIAGNOSIS 

In order that the diagnosis of carcinoma 
of the thyroid be made with increasing fre- 
quency, it is necessary that definite clinical 
criteria of malignancy be established. In 
the centers in which there has been a spe- 
cial interest in this problem, the condition 
h 
I 


seems certain presence 


as been correctly diagnosed more frequent- 
y. In most clinics, carcinoma has been 
suspected in 60 per cent or more of the 
some it nearer 90 
per cent. At Charity Hospital the diagnosis 
was made clinically in 29 cases (51.79 per 
cent). It is interesting that Hinton 
Lord’ found an incidence of 6.7 per 
arcinoma in 200 
Whereas in 184 clinically benign nodular 


cases, and in has been 


and 
cent 


consecutive’ breasts; 


goitres the frequency was 7.6 per cent. No 
one questions the need for biopsy in appar- 


ntly benign breast masses. 
Certain signs and symptoms should be 
considered practically diagnostic of carci- 
ma, and if observed, the diagnosis may 
suspected in about 75 per cent of the 
Cases. 
1. Hardness—Usually all papillary tu- 
mors of the thyroid are hard. The 
cervical may be soft or 
cystic, but the primary tumor is hard. 
2. Size of tumor—The size of the tumor 


metastases 


Y 
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has nothing to do with its malignancy. 
The primary tumor may be very 
small, not palpable, and the metastasis 
extensive. 

3. Rapidity of growth—Cancers of the 
thyroid may remain stationary in size 
for many years, even though the me- 
tastases may grow actively. The low 
grade papillary tumors rarely enlarge 
rapidly. 

1. Fixation of structure to other tissues. 

This may indicate spread by direct 

extension involving the muscles of the 

neck. 

Dyspnea and/or cough. 

Dysphagia. 


ee YS 


~J 


Hoarseness. 

8. Pain. 

9. Evidence of distant metastasis. 

The last six indicate advanced stages of 
the disease in most instances, and usually 
indicate nonoperability. There 
ception. Enlargement of the cervical nodes 
in a case of nodular goitre indicates that 
carcinoma is probably present, but the prog- 
nosis is not necessarily bad. If biopsy shows 


is one ex- 


papillary carcinoma, one may confidently 
expect carcinoma in the homolateral lobe 
and may also feel reasonably certain that 
cure or at least a long period of survival 
may be obtained. 

rREATMENT 

There are two valuable methods for treat- 
ment of carcinoma of the thyroid, namely, 
surgery and irradiation. Irradiation may 
be carried out by x-ray, radium or radio- 
active iodine. This form of therapy is ef- 
fective in the highly differentiated lesion 
and is not particularly effective against the 
highly anaplastic malignancies. 

It must be borne in mind that I'"' is taken 
up only by functioning thyroid tissue, so it 
has relatively little effect on the undiffer- 
entiated, and therefore, noncolloid produc- 
The nermal thyroid tissue 
exercises a priority for iodine and to a con- 
siderable degree withholds it from the less 
actively functioning tumor cells. 

It seems logical, therefore, when a tumor 
and its metastases are to be treated by 
I,!*' to remove all accessible thyroid tissue 
before such therapy is begun. Some reports 


ing carcinomas. 
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indicate that local recurrences have been 
kept under control by this method of man- 


agement.”:!” 


There is still considerable difference of 
opinion as to the best method of surgical 
attack. On the one hand, some surgeons?" 
feel that a more conservative approach to 
the problem is in order, which has a direct 
bearing on the pathology of the tumor. 

Crile divides the surgical therapy into 
two types: (1) operations in which the pri- 
mary tumor and its lymphatic 
drainage are in continuity and are removed 
in a block, as in carcinoma of the breast; 
and (2) operations in which the primary 
tumor and its zone of lymphatic drainage 
are not in continuity, as in carcinoma of the 


zone of 


lip, in which case the primary tumor is first 
removed, and later if metastases develop, 


the regional lymph nodes are excised. 


Cattell, Lahey, and 
with this viewpoint. 


others' disagree 
They feel that the one 
good chance to remove a carcinoma is the 
tirst 


should be as thorough an eradication of the 


one. Therefore, the first operation 
tumor and its probable area of spread as 
can be accomplished without serious muti- 
lation. Many thyroid carcinomas metasta- 
size by way of the blood stream, and per- 
forming a radical procedure here, is un- 
warranted, but notably the very 
common papillary type, spread to the lym- 
phatics of the neck, and it is entirely pos- 
sible to remove them in entirety. 


others, 


Our experience has been limited in com- 
parison with thyroid centers elsewhere. 
However, one must definitely make a de- 
cision as to what plan of therapy to follow 
in the event that malignancy is suspected 
or proved by biopsy or subtotal thyroidec- 
tomy. In the event that the diagnosis of 
malignancy is clinically made and proved 
by biopsy of the lobe, a total removal of the 
homologous lobe and a radical neck dissec- 
tion should be performed on that side. If 
both lobes are involved, as well as cervical 
nodes on both sides, neck dissection is not 
indicated, as the growth has no doubt 
spread to distant areas. A total thyroidec- 
tomy should be performed and followed by 
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deep x-ray therapy. This procedure c:n 
only be considered as palliative. 

Radioactive iodine has been proved of 
some value in the treatment of metastatic 
lesions provided total thyroidectomy hus 
been performed.”'” It has been definite!y 
shown that metastatic lesions have practi- 
cally no iodine uptake, if the thyroid gland 
is present. Following thyroidectomy the 
can be made to show an uptake and thus 
derive some beneficial effect 
therapy. 


from such 
SUMMARY 

The marked difference in the concept 
therapy of carcinoma of the thyroid is pre- 
sented. 

The incidence both elsewhere and at 
Charity Hospital is compared, but it must 
readily be admitted that the number of loca! 
cases is small as compared with thyroid 
centers. 

The majority of carcinoma of the thyroid 
occur in young or middle aged people, and 
are usually of a low order of malignancy, 
growing extremely slowly. 

The diagnosis of cancer of the thyroid 
can be suspected in at least 60 per cent o! 
the cases. (51.79 per cent at Charity Hos- 
pital.) 

The treatment is divided into two phases, 
namely, surgery and irradiation. The two 
schools of thought, as advocated by Crile 
and Black on the one hand, and Lahey, Cat- 
tel, and Ward on the other are presented. 
Irradiation either by x-ray or radioactive 
iodine has been used with some degree of 
success in controlling metastases. 
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TRACHOMA THERAPY* 
J. WILLIAM ROSENTHAL, M. D. 


NEW ORLEANS 


Within the last decade the therapy of 
trachoma has been advanced more than in 
all the thousands of years of its previous 
history. Therefore, although the classical 
therapy of the disease will be mentioned, 
more time will be allocated to the more 
modern therapeutics. MacCallan divided 
trachoma into the following four stages 
which should be remembered in the discus- 
sion of therapy: 

I. The early stage of infiltration. 

II. The period of active inflammation. 

Ill. The stage of scarring. 

IV. The healed stage. 

As a rough corollary to the above, Duke- 
Elder (in the pre-antibiotic days), divided 
the therapy into four stages: 

1. An attempt to get rid of the active 
infection by destructive chemicals 
locaily applied. 

II. The mechanical expression of the 
bleblike excrescences. 

III. The removal of diseased areas re- 

sistant to treatment, and, finally 

IV. The operative correction of deformi- 

ties. 

Duke-Elder then expands on the therapy 
in each stage: 

I. The copper sulphate stone (blue- 
stone) is used daily by rubbing it 
into the cul-de-sac and palpebral 
conjunctiva (after anesthetization) 
followed by irrigation. This may be 
done for months or years. Adler 
advises 0.4 per cent copper sulphate 
eye drops twice daily for the home 
use. 

Early in the disease, or when there 
is much secondary infection, 1 per 
cent silver nitrate may be painted 

Presented at meeting of the New Orleans Eye 
Journal Club Nov. 27, 1951. 


on the lids. Lotions of sublimate or 
oxycyanide of mercury may be used 
at home with boric acid or vaseline 
salve at night. 

Even in 1938 the following thera- 
peutic agents were obsolete: silver 
nitrate stick, zine sulphate, chaul- 
moogra oil, tartar emetic, quinine 
bisulphate, mercury _ perchloride, 
lead acetate, carbolic acid, acetic 
trachocid (bee 
venom), argyrol, protargol, dionine, 
jequirity, abrin, iodine, gold salts, 
autogenous serum and powdered 
ginger, to mention a few. 


acid, glycerine, 


Il. The use of expression forceps (espe- 
cially Knapp’s roller type) to rid the 
lid of exuberant follicles is advised 
by Duke-Elder. Inaccessable fol- 
licles should be removed with a 
knife and sharp spoon. 
Scarification with a knife and sub- 
sequent strong massage with anti- 
septics was also used. However, use 
of a curette, hard brush, or sand- 
paper is less effective. Other meth- 
ods of removal of the follicles are by 
the use of carbon dioxide snow, dia- 
thermy, and galvanocautery. 

III. If the whole area is grossly diseased, 
excision of the fornix and possibly 
also the tarsal plate may be per- 
formed. A peridomy may be done 
if the pannus is severe. In cases 
with an active pannus in the cicatri- 
cial stage of the disease, a mucous 
membrane graft may be applied 
from the limbus to the tarsus. 

IV. Late in the disease corrective surgi- 
cal procedures such as _ epilation, 
operations for entropion and trichi- 
asis, and canthus reformations may 
be indicated. 

As the more recent antibiotic drugs are 
designed to arrest the trachomatous process 
in the first and early second stages, the 
above surgical procedures will be used less 
and less frequently, as fewer cases will go 
on to stages three and four. 

SULFONAMIDE AND PENICILLIN THERAPY 

In 1950, Siniscal related his experiences 

at the Missouri Trachoma Hospital with the 
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evolvement of sulfonamide and penicillin 
therapy. When sulfanilamide was first 
made available, a saturated solution (0.7 
per cent) was used locally as drops, with 
good results. Then sulfacetamide was used 
orally and as drops and found to be no more 
effective than sulfanilamide. Little value 
was placed in local therapy with 5 per cent 
sulfathiazole drops and powder. Orally, 
however, it was tolerated better than the 
other drugs. The hospital regime, there- 
fore, in 1941, was a saturated solution of 
sulfanilamide locally as drops every two 
hours, and 2 to 4 grams of sulfathiazole 
orally for seven to ten days. In 1942, sul- 
fadiazine replaced sulfathiazole as the oral 
therapy because of its lower renal toxicity 
rate. Adjunctive therapy then used was: 
pontocaine, heat, atropine, cautery, and in- 
travenous typhoid. The usual surgery in- 
dicated and used was entropion procedures, 
grattage, and epilation . 

In 1946, 30 per cent sodium sulfaceta- 
mide was used, but found to be too irritat- 
ing. A 10 per cent solution was then made 
up, found to be quite effective, and caused 
minimal irritation. Subsequently, it re- 
placed 0.7 per cent sulfanilamide as the 
topical agent. It was found that 10 per cent 
sulfacetamide ointment at night caused 
itching and irritation but no objective signs 
were found. The former were so intense, 
however, that use of that form of the drug 
was discontinued. 

Next a 10 per cent solution of gantrisin® 
was used topically and 3 to 10 gm./day used 
orally in 300 patients in 1947. This therapy 
was found to be very satisfactory. High 
oral dosage would cause mild nausea and 
headache, but no local reactions were found. 

Equal parts of sulfadiazine, sulfamera- 
zine, and sulfathiazole by weight (combi- 
sul®) was used orally in 1948 and found 
to be as effective as sulfadiazine. 

The use in 1945-46 of sodium crystalline 
penicillin (100 u/cc) was advocated as con- 
junctival drops every two hours and as an 
ointment (1000 u/gm.) at night. This was 
used in 100 cases, the results being that the 
secondary infections were cleared up, but 
the trachomatous process itself was not af- 
fected. Bacitracin ointment (500 u/gm.) 
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was used and also cleared up secondary in- 
vaders without affecting the trachoma jer 
se. 

From all this experience, Siniscal con- 
cludes that the best drops are: 

1. Sulfasoxazole (gantrisin ®)) (4.3 and 
10 per cent). 

2. Sodium sulfacetamid (10 per cent). 

3. Sulfanilamide (0.7 per cent). 

Good oral medication is: 

Sulfasoxazole (gantrisin (®)) 
Sulfadiazine. 

Sulfadiazine - sulfamerazine - sulfa- 
thiazole (Combisul ®). 

1. Sulfathiozole. 

5. Sulfapyridine. 

Oral medication is not effective without 
local therapy as drops. The average newly 
infected case responds in ten to twenty-one 
days. 

There are two other drugs of the sulfon- 
amide group which are used mostly in for- 
eign countries. They are lutazol and ophta- 
zol (G33). Tsopellas reports much im- 
provement in 31 out of 48 patients in stages 
IJ, Il], and IV, using these drops. The im- 
provement was symptomatic plus decrease 
in secretions and photophobia. From one 
to twelve weeks later there was less lid 
edema, ptosis, conjunctival vascularity, and 
the follicles had become atrophic. Those 
cases with complications showed parallel 
improvement. Tsopellas states his belief 
that the drugs’ primary action is in control- 
ling secondary infection. 

Lutazol was used subconjunctivally and 
orally by Kamel, who found that it had no 
effect upon trachoma of the lid or pannus, 
and at the end of therapy the controls and 
the treated eyes looked the same. One year 
later the eye condition had not changed. 
Kamel then used sulfanilamide orally and 
as a powder locally. Trachoma of the lids 
was not affected, but the pannus had dis- 
appeared from the cornea, and its vessels 
were occluded. This condition obtained for 
at least one year. 

AUREOMYCIN 

Boase used aureomycin locally as drops 
and orally, and considers the drug the sine 
qua non of trachoma therapy. Treatment 
was carried on for four to twenty-two days, 


l. 
2. 
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and surgical procedures were done as were 
necessary. He states that he is not sure 
that the drug cures the disease, but his tone 
implies that he believes so. 

Ainsle, on the other hand, used aureomy- 
cin locally in 6 cases and orally also in 2. 
All eases showed marked symptomatic re- 
lief in two to three weeks, but little ana- 
tomical change was seen except a decrease 
in vascularity of the pannus and disappear- 
ance of the follicles. All cases were old, 
third stage. 

A third opinion about aureomycin was 
voiced by Ching, who got good results with 
the drops and ointment, with and without 
oral administration. It works faster than 
10 per cent sulfacetamide and 1000 u/cc. 
penicillin, he says, but is not more effec- 
tive. He believes the drug nonspecific— 
its results being due to decrease in second- 
ary infection. However, he admits that 
secondary infection is knocked out “like a 
blunderbuss”’, and it is probably that which 
causes many of the worst effects of the dis- 
ease. So, therefore, aureomycin does a good 
job even though it does not affect the virus. 
It had no effect on a series of trachoma pa- 
tients without secondary infection. 

TERRAMYCIN 

Mitsui and his fellow workers used ter- 
ramycin in several forms and in all stages 
of the disease. They report acute trachoma 
cured in two to three weeks with the 0.5 
per cent solution used more than four times 
a day and with the 0.1 per cent or 0.5 per 
cent ointment used in the same fashion. 

Chronic trachoma cases show no hard 
and fast results, but it depends upon the 
case. However, 15 out of 15 cases were 
cured with 1 per cent terramycin ointment 
three times a day for six to ten weeks, but 
oral sulfadiazine (one-half gram _ three 
times a day) was used for ten days. In 
chronic trachoma, hyaluronidase (1 TRU 
gm.) was used in 0.5 per cent ointment of 
terramycin. This was applied three times 
a day for six to eight weeks and 10 to 11 
patients were cured. 

Acute pannus and ulceration of the cor- 
nea responded to terramycin therapy in sev- 
eral days, but in pannus crassus, two weeks’ 


therapy is necessary for a cure. 

They state that it is best, in general, to 
treat patients for two weeks after a clinical 
cure is obtained to prevent relapses. Sys- 
temic administration of terramycin they 
found was not effective. Ointments appear 
to be better than drops, and the 0.5 per cent 
ointment better than the 0.1 per cent. Sur- 
gical expression of the follicles followed by 
terramycin therapy is quite effective if ne- 
cessary. 

CHLORAMPHENICOL (CHLOROMYCETIN @®) 

Twenty-three trachoma patients were 
treated by Pijoan atid his confreres with 
oral chloramphenicol. They gave 3 grams 
the first day and 2 grams for three more 
days, in divided doses. 

All cases were benefited by a reduction 
in secondary infection, decrease in inflam- 
matory processes and clearing of the exu- 
date within the pannus. A reduction in 
corneal opacities occurred in 80 per cent of 
the patients. They were observed three 
months or more without return of symp- 
toms or signs of relapse. 

SUMMARY 

The therapy of trachoma has made re- 
markable progress within the last decade. 
Excellent results may be obtained by the 
local or oral use of the sulfonamide drugs 
und aureomycin. Terramycin locally is evi- 
dently equally as effective. Patients have 
benefited from oral chloromycetin therapy. 

Penicillin and _ bacitracin have been 
shown to clear up secondary infection only, 
having no effect on the primary disease. 

The sulfonamides have been extensively 
used in clinical trials—aureomycin and ter- 
ramycin to a lesser extent. Which, or if 
any of these drugs actually cure trachoma, 
has not as yet been determined; but more 
usage, plus possible in vitro experiments, 
may settle this question. Certainly long 
follow-up periods in the clinical cases are 
advisable. 

Surgical procedures such as evacuation 
of follicles, removal of grossly diseased tis- 
sue, and plastic operations in stage IV still 
have definite indications. 
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“EMERGENCY MATERNITY AND 
INFANT CARE” 


(EMIC) LEGISLATION 


Pending before Congress at the pres- 
ent time are two bills by Senators Hum- 
phrey and Lehman (8.1245 and S 2337). 
These bills are a part of the Emergency 
Maternity and Infant Care program spon- 
sored by the Children’s Bureau of the 
Federal Security Agency and advocated 
by Dr. Martha M. Eliot, Director. They 
are bills to reestablish a program similar 
to the E.M.I.C. which existed in World 
War II and continued in existence in one 
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1949. In 
some respects they go beyond the provi- 


form or another until July, 
sions then enforced and advocate a situa- 
tion where dependents of the lowest sev- 
en grades in military service would have 
provided for them. 

bills the 


Children’s Bureau and others on the pub- 


hospitalization 


The advocates of these are 
lice payroll connected directly or indirect- 
ly with the Federal Security Agency. Au- 
thoritative opposition to them has been 
behalf of the A.M.A. by Dr. 
Hamilton, a member of the 
Board of Trustees of the American Medi- 
cal Association, and by Dr. Woodruff F. 
Crawford on behalf of that 
as the the committee ap- 
pointed to investigate it. The proponents 
of the bills base their advocacy chiefly 
on the following: (1) that some 200,000 
wives of service men will have babies in 
(2) the 
tive parents of these children are not cer- 
tain yet as to how they are going to be 
provided for. 


voiced on 
Edwin S. 


association 
chairman of 


the coming year; and prospec- 


The opposition, which is 
the position taken by the American Medi- 
cal Association the components of 
organized medicine, is that there is no 
demonstrated need for the activation of a 
national program of the type proposed. 
The figures recently released by the De- 
partment of Defense show that less than 
1 in 10 enlisted men in these lower grades 
have dependents other than dependent 
parents, and about one-half of that num- 
ber, or about 1 in 20, have a wife only. 
Of these only a certain number will have 
children during the two years of an en- 
listed military duty, and 
again, of these many are already receiv- 
ing dependent military care at hospitals 
of the armed services. It is felt by those 
opposing the bill that the maternity care 
and child care could be given in the same 
way that it ordinarily would have been 
given had the fathers not been in military 
service. Dr. Crawford stated that his 
committee collected statements from med- 
ical societies, general practitioners, ob- 
stetricians, and pediatricians, in regard 


and 


man’s tour of 
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to the question of whether reactivation 
of the EMIC was desirable or necessary. 


Subsequently, conferences were held 
with staff members of the Children’s Bu- 
reau and with persons representing ma- 
jor health and hospital associations, and 
with others interested in the services that 
might be provided under the possible re- 
activation of an emergency maternity and 
infant care program. All of the con- 
ferees, with the exception of the repre- 
sentatives of the Children’s Bureau, 
agreed that the need for such a program 
had not been demonstrated and that no 
program should be initiated until the evi- 
dence of the need became apparent. 


For the further study of the problem, 
the committee of the A.M.A. engaged the 
department of the Welfare 
Council of Metropolitan Los Angeles to in- 
quire into the ability of local servicemen 
to meet the costs of medical and hospital 
obstetrical Angeles 
lected as representative of one of the 
more dislocated areas from a military 
personnel standpoint, with the idea that 
if the medical and financial problems 
were adequately taken care of there the 
same would be true elsewhere. Any 
serviceman’s wife in that area who de- 
livered during the period January 1 to 
January 15 was interviewed while in the 
hospital; also, wives of nonservicemen 
were visited. With the result that it was 
clear that the medical financial needs of 
servicemen’s families are being adequate- 
ly taken care of in the Los Angeles area. 


research 


care. Los was se- 
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Hearings before the subcommittee hay- 
ing these bills under consideration have 
been in process and the position of or- 
ganized medicine has been ably present- 
ed. The Bureau of the Budget of the fed- 
eral government has informed Chairman 
Lehman of the Senate Health Subcommit- 
tee that it cannot recommend passage of 
Emergency Maternity and Infant Care 
bills now under study and that it disap- 
proves the plan for free hospitalization 
of servicemen’s dependents. 

It is reasonably clear, therefore, that 
another effort is being made to enact state 
medicine piece by piece. The advocates 
of these bills and those who have brought 
in support in their testimony are wel 
known for their past efforts in promoting 
the interests of state medicine. As has 
been stated in these columns in the past, 
and as is well known to all who keep in- 
formed on this subject, the proponents of 
state medicine, since being defeated with 
their omnibus bill, are continuously mak- 
ing the effort to gradually incorporate 
the population into schemes of state paid 
medical care. 

The experience of physicians as a 
whole with the EMIC program in the late 
war was such as to make them want no 
part of it now. The experience with leg- 
islation of this type is such as to show 
clearly it is only a stepping stone to state 
medicine. The opposition, therefore, of 
all organized medicine and the A.M.A. is 
well directed, and it is in the best inter- 
ests of all that it should be well 
ported. 


sup- 


ORGANIZATION SECTION 


The Fxecutive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


DR. EDWIN LIONEL ZANDER 
OUR PRESIDENT 


Our president during the current year, 
Dr. Edwin Lionel Zander, has served our 
organization during trying times. When 
the Seventy-second Annual Meeting of the 


Society is over on the last of this month, 
the membership properly could say to him, 
“Well done, thou good and faithful ser- 
vant.” 


Dr. Zander illustrates in his life, his prac- 
tice, his professional attainments, and his 
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DR. EDWIN LIONEL ZANDER 


work for organized medicine, many of the 
highest attributes that are so valuable in 
medicine today. 

Dr. Zander was born in New Orleans in 
1896, educated at Tulane University, was 
an interne and admitting officer at Char- 
ity Hospital, and started practice in New 
Orleans in 1922. He worked progressively 
forward in his specialty as obstetrician and 
gynecologist, and in thirty years of strenu- 
ous practice and hard work has attained 
many honors in his chosen field. He has 
been a member of the teaching staff of 
Mercy Hospital and Louisiana State Univer- 
sity Medical School. He is Senior Surgeon 
at Charity Hospital and Chief of Obstetrics 
and Gynecology there. He is a member of 
the American Academy of Obstetrics and 
Gynecology. 

His work in the field of organized medi- 
cine has been long and arduous. He has 
been on the Board of the Orleans Parish 
Medical Society and President of that or- 
ganization. For some years he was Chair- 
man of the Committee on Congressional 


419 


Matters for the State Society, and at the 
same time was Chairman of the Council. He 
is a member of the Southern Medical As- 
sociation, American Medical Association, 
American College of Surgeons, a Fellow of 
the International College of Surgeons. 

In the field of..civic endeavours, our So- 
ciety has reason to be proud that an active 
practitioner could and would take such an 
active part and contribute such valuable 
services among groups whose work is for 
the Community as a whole. He has been 
active in the New Orleans Chamber of Com- 
merce. He has been a member of the Board 
and Chairman of the Medical Committee of 
the New Orleans Chamber of Commerce. 
He was a member of the Young Men’s 
3usiness Club of New Orleans and has been 
chairman of the Kiwanis Club of New Or- 
leans. In addition to the activities of the 
type mentioned above, he has also found 
time for social activities and is a member 
of several Carnival Clubs, the Metairie 
Country Club, and Past President of the 
Alumni Association of the Phi Rho Sigma 
Medical Fraternity. 

On many occasions he has made himself 
available as chairman of a committee or di- 
rector of a drive, manager of a civic en- 
deavor in which the community interests 
and the welfare of medicine have both been 
served. 

In 1923, Dr. Zander married Miss Noelie 
Zibilich and they have one daughter, Claire 
Mae. 


Dr. Zander has contributed numerous 
articles in the field of his specialty to pro- 
fessional journals. 

In the year that is drawing to a close, 
matters of considerable moment have come 
before the Society for decision and action. 
It has been necessary to focus the opposition 
of the organization against many pernicious 
bills in Congress. Visits to many constitu- 
ent units of our State organization have 
been necessary. Louisiana Physicians Serv- 
ice has required vital assistance from the 
State Society. Dr. Zander has been most 
active in promoting this accessory but 
necessary part of organization affairs. This 
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has been an election year in the State and 
great progress was made in requesting can- 
didates for public office to clarify their 
stand before the voters in matters that af- 
fect the welfare of medicine. All these have 
been a small part of what has been the ex- 
ecutive duty in months past. Our organi- 
zation can take comfort and pride in the 
fact that these activities have been carried 
forward in a manner so beneficial and in 
keeping with the dignity of our profession. 

Dr. Zander joins the happy group of past 
presidents of the Louisiana State Medical 
Society. It is most fitting that he will be 
able to counsel and assist the organization 
with his experience, his mature judgment, 
and his never-ending good will. 


O 








REPORT OF PRESIDENT 
the Louisiana State 


Medical Society, since the bureaucrats have 


Each President of 
arrived on the political scene in Washing- 
ton, has warned the medical profession of 
the attempts of the political planners to 
socialize medicine. I must call your atten- 
tion again to some of the new attempts by 
other groups which are being made. Some 
of the bills introduced in Congress which 
we are opposing are an indirect approach. 
such as Bill HR 5304, Universal Military 
EMIC Bills, S.1245 


S.2337, which provide a socialized mater- 


Training and and 
nity and infant care program for depend- 
ents of enlisted personnel of the Armed 
This last Bill, $.2337, 


proposes a further program of socialized 


Forces. in addition, 
hospital services to all bed patients who are 
the 
Senate 


dependents of enlisted members of 
Armed Forces, regardless of age. 
Bill 1140, which is intended primarily to 
effect the 


tions of the Hoover Commission or organi- 


put into medical recommenda- 
zation of the Executive Branch of the gov- 
ernment, would provide for the transfer of 
various federal medical services to a new 


department of health. The Federal Aid to 
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Medical Education Bill S-337 and HR.910 
(Bolton) and HR.6185, the Federal Aid ‘to 
Nursing Education Bills are all socialisti 
The methods of operation of Veteran’s Hos- 
pitals and also the position of General Eis- 
enhower and the veterans in regard to mec- 
icine are problems for consideration by this 
Society. 

It is my opinion that a state law should be 
written, or approved after study, to create 
standards for community operated nursi 
homes in the state before they are approved. 


It has also been suggested that the State 
Society sponsor a bill which will provide 
for an annual Doctor’s Day. 

In line with previous action of the Exec- 
utive Committee, past president certificates 
were prepared for every doctor who has 
served the Society in this capacity. These 
were mailed to all living past presidents 
and also to families of deceased members 
who served when requests were received 
through the various component societies. 

The President attended two sessions of 
the AMA, as representative of the State 
Society, and also many parish and district 
society meetings when the opportunity was 
presented and it was possible to be present. 
There should be a closer cooperation be- 
tween secretaries of component societies 
and the office of the State Society and freer 
exchange of information and ideas. 


The State Society has, during the past 
year, cooperated with the State Department 
of Education in regard to practical nurse 
training courses for the State of Louisiana. 

Meetings have been held with the Louisi- 
ana Heart Association, the Louisiana Soci- 
ety for Mental Health, the March of Dimes 
Campaign Committee, State Board of 
Health and Metropolitan Life Insurance 
Company, and the Louisiana Branch of the 
American Cancer Society. The President 
has met with representatives of the Ameri- 
can Red Cross for discussion of various 
problems involving cooperation of the State 
Society and has conferred with the District 
Attorney’s office in New Orleans regarding 
control of hypnotic drugs. 

A blood bank has been established in New 
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Orleans in cooperation with the American 
Red Cross, American Hospital Association, 
\merican Public Health Association and 

nerican Association of Blood Banks. 

four new committees recommended and 
requested by the AMA and the House of 
Delegates of the State Society were ap- 

inted by the President of the Society dur- 
ing the past year. One of these, a Com- 
mittee on Grievances, was appointed to 
handle problems between physicians and 
patients, not involving ethics. A Commit- 
tee on Chronic Diseases was also appointed 
to study and make recommendations re- 
garding care of chronically ill patients. A 
Committee on Child Health, recommended 
at the last meeting of the House of Dele- 
Was appointed and has cooperated 
and worked with public agencies, recom- 
mending and advising in matters concerned 
with child health. The fourth committee to 
which I refer is a liaison Committee to coop- 
erate with the Louisiana State Nurses’ 
Association. This committee has already 
made progress in clearing up some of the 
misunderstandings previously encountered 
with this profession. It is my belief that 
similar committees should be appointed to 
work with the pharmacists and pharmaceu- 
tical houses, dentists, hospital and insur- 
ance companies, such as has been the prac- 
tice of the Michigan State Medical Society 
through the Michigan Health Council. 


gates, 


It is my suggestion that the State Society 
also appoint a committee to cooperate with 
the American Medical Education Founda- 
tion to obtain funds for medical education. 


At the beginning of the year a meeting 
was held with chairmen of all standing and 
special committees, and the Executive Com- 
mittee, to review duties of the committees 
and to consider projects for the year. In 
addition four meetings of the Executive 
Committee were held during the year to 
consider various matters which required 
action by the Executive Committee. 

One of the major problems of the year 
which received much attention and called 
for two special meetings of the Executive 
Committee was the question of assistance to 
Louisiana Physicians Service, Inc. A sev- 
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erance of the business arrangements with 
the upstate Blue Cross Plan necessitated an 
additional loan of $30,000.00 which results 
in a total indebtedness of $45,000.00 to the 
State Society at this time. There has been 
considerable discussion both pro and con 
concerning this organization and your Pres- 
ident has tried to handle the matter as dip- 
lomatically as possible and at all times with 
the interest of the State Society foremost. 
On leaving the presidency it is my hope 
that the LPS is on the way up the road to 
success; however, it is my opinion that it 
will require a lot of cooperation from the 
membership to make it secure and it will b: 
necessary to have good business mai... _- 
ment by the organization if it is to continue 
to prosper. 

In reference to the scientific program at 
annual meetings, specialty groups should 
recognize the fact that it is the prerogative 
of the President to appoint chairmen of the 
various scientific sections and if any spe- 
cialty society would like to suggest a chair- 
man for a particular section this should be 
done at the beginning of the term of the 
president before appointments are made. 

I wish to express to all members of the 
Society my thanks for their cooperation 
and kindness shown me during my term of 
office. It has been a great honor and privi- 
lege to have served you in 1951 and 1952. 
I do, however, feel particularly obligated to 
certain members who have helped me im- 
mensely. Dr. C. Grenes Cole, in his posi- 
tion as Secretary-Treasurer, has been of 
invaluable aid and has been most coopera- 
tive in making the position of president a 
pleasure. I do not believe the Society could 
get along without him. Drs. P. H. Jones, 
E. L. Leckert, J. P. Sanders, Roy B. Harri- 
son, Val H. Fuchs, E. L. Irwin and Max M. 
Hattaway, are some who deserve special 
mention. The Executive Committee and 
the chairmen of the many committees have 
also cooperated splendidly. I wish also to 
extend my thanks to the entire personnel 
of the office and particularly to Miss Annie 
Mae Shoemaker, who has had so many 
words of appreciation written about her 
that I would only repeat what has previ- 
ously been said. 








RECOMMENDATIONS 


1. Continue as special committees of the 
Society, the Committee on Grievances, Com- 
mittee on Chronic Diseases, Committee on 
Child Health and Liaison Committee with 
the Louisiana State Nurses’ Association. 

2. Appointment of a special committee to 
cooperate with the American Medical Edu- 
cation Foundation. 

3. Study of question of a law to establish 


‘ay 
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standards for nursing homes in the state 

4. Study and prepare a law governing the 
sale of hypnotic drugs. 

5. Foster a bill establishing an annual 
Doctor’s Day. 

6. The President of the State Society 
serve as an ex-officio member of the Board 
with no right to vote and not as an elected 
member of the Louisiana Physicians Sery- 
ice, Inc., Board. 

EDWIN L. ZANDER, M. D., President. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


WELCOME TO SHREVEPORT 

It is with great pleasure together with 
an anticipation of good things to come and 
gratitude for the honor conferred that the 
Shreveport Medical Society extends a 
hearty welcome to the State Medical So- 
ciety and the Woman’s Auxiliary with the 
hope that all will be able to attend the 
Convention in Shreveport. 

The four essentials of a good meeting 
have been taken care of by groups of hard 
working committees and it is our earnest 
desire that our efforts may show excellent 
results. 

The first essential is the scientific pro- 
gram in which the modern concepts of med- 
icine are approached, presented and dis- 
cussed, giving to all a short review of the 
recent advances in medical science.  In- 
cluded with this will be the consideration 
of ideas for the improvement of the So- 
ciety as a whole. 

Secondly, the mingling of old friends and 
the making of new and pleasant acquaint- 
ances, which is augmented by the various 
social affairs, intermingled with the more 
serious and scientific meeting. 


Thirdly, the presentation of scientific and 
commercial exhibits. I understand that 
these will be much in evidence and should 
prove to be most instructive and entertain- 
ing. At this point I would urge all to visit 
the commercial exhibits and to give the 
various firms an opportunity to show their 
more recent and improved instruments and 
medical products. They are due this cour- 
tesy as the proceeds from their exhibits are 
a great aid in financing the conventions. 

Fourthly, and last but not least, the en- 
tertainment. This has been well cared for 
and those not wishing to devote the entire 
time to matters of medical nature may find 
ample opportunities for relaxation along 
other lines. 

I wish to take this opportunity to thank 
Dr. Ralph Riggs, our chairman on arrange- 
ments, and his various committees for the 
effort and interest they have shown in 
their endeavor to make this a most excel- 
lent occasion; one that all will enjoy, re- 
turning home with the impression of time 
well spent. 

Shreveport Medical Society 
L. W. Gorton, M. D., President. 
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PHYSICIANS MAKING TOUR OF MEXICO 


en prominent physicians from widely scattered 
parts of the United States flew to Mexico to visit 
mea cal clinics. 

fhe physicians, who attended the Graduate Med- 
ical Assembly convention in New Orleans, have 
he taking advanced work in various fields of 
medicine and are touring the clinics to see latest 
techniques in actual practice. 

\iembers of the group include Dr. and Mrs. 
D nic Battaglia and Dr. and Mrs. John A. Shan- 
! all of Johnstown, New York; Dr. and Mrs. 
Herbert Q. Horne, of Haverhill, Massachusetts; 
Dr. and Mrs. Vernon L. Peterson, of Charleston, 
West Virginia; Dr. and Mrs. Hobert Setzer, of St. 
Paul, Minnesota; Dr. and Mrs. Carl Baumgartner, 
of Bismarck, North Dakota; Dr. and Mrs. Donovan 
C. Brown, Mrs. Marcelle Cambon, Mrs. Irma Sher- 
wood and Dr. Edgar Hull, all of New Orleans; Dr. 
Donald J. Reichert, of Dickinson, North Dakota, 
Dr. Roger L. Hickman, of West Memphis, Arkan- 
sis, Mr. and Mrs. Jack Siegel, of Fort Worth, 
Texas, and Dr. and Mrs. Henry Kooistra of Grand 
Rapids, Michigan. 


FACTS ABOUT A.M.A. DUES 


\.M.A. members having any questions about 
dues should not overlook the lengthy article, “Facts 
About A.M.A. Dues for 1952,” appearing in the 
Organization Section of the January 12th issue of 
The Journal. The facts were provided so as to 
answer any dues questions which doctors might 
have on their minds. 


MASS SURVEYS TO FIND EARLY STOMACH 
CANCERS NOT TOO SUCCESSFUL 

Results of a study undertaken at The Johns 
Hopkins Hospital in Baltimore, covering a four- 
year period and 40,000 persons over 40 years of 
age, show that mass x-ray surveys to detect stom- 
ach cancer in its early stages are not too suc- 
cessful. 

This conclusion is reached in a report which ap- 
peared in the January issue of THE AMERICAN 
JOURNAL OF ROENTGENOLOGY AND RaA- 
DIUM THERAPY, which is published primarily 
for physicians who specialize in x-ray diagnosis and 
treatment. 


DOCTORS TRY TO FIND CARDINAL 
SYMPTOM IN OVARIAN CANCER 


Ovarian cancer is so insidious that even after 
reviewing 143 cases two Chicago doctors reported 
that they were unable to reveal a characteristic 
symptom, which would indicate to the patient or 
his physician the possible presence of such a le- 
sion in its early stages. 

The study was undertaken because this type of 


cancer usually lacks characteristic or alerting 
symptoms. 

The doctors—Herbert E. Schmitz and Joseph T. 
Majewski—reviewed the cases of all patients who 
were treated at the Mercy Hospital Institute of 
Radiation Therapy in Chicago. The cases had been 
observed for at least five years after treatment. 

The doctors’ findings were reported in the cur- 
rent issue of the journal, RADIOLOGY, which is 
published primarily for physicians who specialize 
in X-ray diagnosis and treatment. 

ATABRINE USED TO TREAT TAPEWORM 

Quinacrine hydrochloride (atabrine, trademark) 

used during World War II as an antimalarial 
agent—has proved of value in the treatment of 
tapeworm, according to an article in the current 
(Jan. 26) Journal of the American Medical Asso- 
ciation. 

Eleven persons suffering from tapeworm were 
given the drug, reported Drs. William A. Sodeman 
and Rodney C. Jung, of the School of Medicine, 
Tulane University of Louisiana, New Orleans. It 
was effective in 10 of the cases on the initial trial, 
and in the 11th when treatment was repeated, they 
stated. 

The patients were given doses ranging from 0.6 
to 1.2 grams at the rate of two 0.1 gram tablets 
every five minutes with a little water until the 
entire amount was taken. If the patient reacted 
to the drug by vomiting and nausea, sodium bicar- 
bonate was added to the water when the medication 
was repeated. 

In the treatment of tapeworm, the doctors said, 
the prompt action of quinacrine and the benign 
character of the toxic reaction have established it 
in their opinion as the drug of choice. 

FIRST ANNUAL MEETING OF THE STUDENT 
AMERICAN MEDICAL ASSOCIATION 
HELD IN CHICAGO 


More than 100 delegates and observers from the 
nation’s medical schools attended the December 27- 
28 first annual convention of the Student American 
Medical Association at the Sheraton Hotel, Chicago. 

Highlights of the meeting included a talk on 
“The Acute Abdomen” by Philip Thorek, M. D., 
Chicago; a buffet and dance sponsored by Abbott 
Laboratories, North Chicago, and the election of 
SAMA’s new executive council and national offi- 
cers. 

Three new academic societies were added to the 
growing roster of SAMA chapters. The three are 
Wayne University College of Medicine, Detroit; 
University of Missouri School of Medicine, Colum- 
bia, and Marquette University School of Medicine, 
Milwaukee. The Student American Medical Asso- 
ciation now has chapters at 44 medical schools. 
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The organization’s national officers for 1952 are 
David Buchanan, University of Illinois, president; 
Clifford Vernick, Tufts College, vice president; and 
Leland Hoar, University of Oregon, treasurer. 

Resolutions adopted by the House of Delegates 
include full support of the national blood procure- 
ment program and active participation in civil de- 
The House 
also voted to initiate surveys related to internships 
and medical education. 


fense medical plans and operations. 


Copies of the first issue of the new Journal of 
the Student American Medical 
distributed at the convention. 


Association 
The Journal will 
be distributed nine months a year to 33,000 medical 
students and 


were 


interns. 


CHARGES NEW HEALTH COMMISSION 
FRAUD ON AMERICAN PEOPLE 


Dr. John W. Cline, San Francisco, president of 
the American Medical Association, charged that the 
President’s new Health Needs 
of the Nation, financing its from 
emergency funds allocated for national defense, “is 


Commission on the 
which is work 
a transparent fraud on the American people.” 

Dr. Cline characterized establishment of the com- 
President Tru- 


mission as “the latest maneuver in 


man’s campaign to socialize the medical profes- 


sion.” 

(Jan. 19) 
Medical 
Cline said he wanted to make it clear that in at- 


recent 
Journal of the American 


In an article ina issue of the 


Association, Dr. 
tacking the commission, “we do not attack the indi- 
vidual members who are serving on it.” 

“but 
among its membership are to be found sincere and 


“This is a stacked commission,” he said, 


able men who have accepted the appointment with 


finest intentions. such an obviously 


However, in 
political framework and in the short space of time 
lone year] that the commission has been allowed 
for its work, they will be ineffectual.” 

Shortly after the President announced formation 
of the commission on December 29, Dr. 
health 


Cline said 
“there is no emergency in this country to 
require such an investigation or to justify the use 
of defense emergency funds by such a commission; 
the health of the American people never has been 
better.” 

Dr. Cline took issue with the President and the 
commission chairman, Dr. Paul B. Magnuson, Chi- 
cago orthopedic surgeon, who have insisted that 
the 15-member commission is an unbiased, impar- 
tial group. 


FRANK’S BOYS WIN DEBATE 
Dickinson, 
Medical Research, coached 
two “boys” on a debating team who took the nega- 
tive side of the That 


Frank G. director of the A. M. A. 


Bureau of Economic 


subject: “Resolved: this 
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House recognize the need for a free National 
Health Service.” 

The affirmative side was taken by two youne 
students from Britain, members of the Oxford 
University debating team. 

A great deal of literature and statistics was sest 
by both Dr. Dickinson and the A. M. A. Coun: il 


on Medical Service to Murdo, the Robber, and L 
the Bad Check Passer. They were members of 
debating team of the Norfolk State Prison Col 
at Norfolk, Mass. 

The two teams debated the subject before 
audience of 600. The judges were former Gover: 
William S. Flynn of Rhode Island, Justice Harold 
Williams of the Massachusetts Supreme Court, and 
Dean Erwin N. Griswold of the 
School. 


Harvard | 


The judges’ unanimous decision was a victory fv 
the Norfolk prison team. 

“letter 
Bill, the 
first 


In a of appreciation” to Dr. Dickin 
Bad Check Passer, said that t} 


time the 


later, 
was the British team had been 
feated in 52 debates in which it had participated 
throughout the eastern part of the United Stat: 
In most of the debates, the 
service subject 


national health 
After the pri 
The vote was 4 to 1 


free 
discussed. 
debate the audience voted, too. 
against. 


was 


Bill, the Bad Check Passer, said he thought he 
clinched the decision of the judges with: 

“Guests of Norfolk, voluntary and involuntary, 
a free national health service will not make medi 
The neurotics and 
malingerers will swamp our doctors and make it 
impossible for them to tend the really sick. I have 
been an unwilling native in a socialist Utopia fon 
some time, and I know it will not work. ... This 
talk of free service is just politicaleamouflage.”’ 


cal service better, but worse. 


“GUIDE TO SERVICES” 
WIDE 


HAS 
DISTRIBUTION 


The new A. M. A. pamphlet, “Guide to Services,” 
which summarizes the varied activities and services 
of the American Medical Association, 
given very wide distribution. 


has beet 


The first mailing, approximately 3,000, included 
members of the House of Delegates; state society 
presidents, executive secretaries and public rela- 
tions chairmen; county society secretaries; editors 
of state and county journals, and auxiliary officers 
and PR chairmen. 

The second mailing, approximately 10,000, in- 


cluded science and magazine writers, editors of 
newspapers with more than 20,000 circulation; 
Blue Cross-Blue Shield personnel; allied health 


organizations; educational publication editors; VA 
and army personnel; deans of medical schools; hos- 
pitals; public libraries; colleges and universities; 
members of Congress; standing committees of the 
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\l. A., and miscellaneous agencies, such as labor 
ms and service clubs. 


-ED CROSS REGIONAL BLOOD CENTER 

.\T NEW ORLEANS NEEDS PHYSICIANS 
ie New Orleans Regional Blood Center, Ameri- 
Red Cross, requires the services of two phy- 


ins to supervise its bloodmobiles (mobile blood 


collecting units) operating in New Orieans and in 
rural areas to a distance of 150 miles. Louisiana 
and Mississippi medical licenses (or eligibility for 
such licensure) are required. Full time or 
time work. Salary plus travel expenses. 
For further information please write or tele- 
phone Dr. E. D. MeMorries or Dr. J. W. 
port, Jr., New Orleans Regional Blood 
1038 St. Charles Avenue. TUlane 2366. 


part 


Daven- 
Center, 
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cent Diagnosis without Laboratory Aid; by Hans 


Baur. Springfield, Ill., Charles C. 
Publisher, 1950. Price, $2.00. 


Che role of good medical observation is empha- 


Thomas, 
pp. 89. 


ed in this well organized volume. The work is 
primarily concerned with the early diagnosis of the 
which 


acute and life-endangering disorders for 


prompt treatment is essential. There are chapters 
on external appearances and odors but the main 
part of the book is composed of sections concerning 
the differenttial diagnosis of those diseases which 
The method of ex- 
ition employed is economical and only essentials 
Fundamental 
e full emphasis throughout. 


can produce a given disorder. 


are presented. physical signs re- 
The book is a valu- 
able summary of diagnostic principles in medical 
emergencies which will be of great aid to the 
physician. 


MorTON ZISKIND, M. D. 


Health of Slaves on Southern Plantations; by Wil- 
Postell. State 
1951. Price, 


liam Dosite Jaton Rouge, La. 
University Press, 1. 


53.00. 


Illus. pp. 23 

Based entirely on original research, W. D. Pos- 
tell’s volume on the health of slaves on Southern 
plantations, represents a real contribution to the 
socio-economic as well as the medical history of 
the South. 
grant-in-aid from the Research Council of Louis- 


The study has been supported by a 


iana State University, since much travel has been 


ecessary over a period of several years, in exami- 


nation of manuscripts and documentary records 


only to be found in local collections from Virginia 
to Texas. 

The book begins with chapters on the health 
problems of the South and an explanation of the 
this, Mr. Postell 
describes the provision made for the slaves’ food, 


plantation system. Following 


clothing and shelter, as shown in the financial 
records of the plantations and in the descriptive 
accounts of contemporary travelers. Sections on 


plantation medicine deal with the provision for 
medical care, prevalence of disease and injury, as 
well as with means used by the planters in pre- 


venting disease, and methods of therapy. The care 


of women and children received special attention 
and a chapter is devoted to hospitals for slaves. 
The study closes with an evaluation of the descrip- 
tive and statistical data presented, and over 60 
pages of bibliography, indicative of the extent to 
which the findings have been documented. 

It is interesting to note that many ideas today 
considered new were in common vogue in planta- 
tion practice of that day. Physicians were em- 
ployed by the year at an annual fee, the contract 
practice of today. Day nurseries were maintained 
on large plantations to care for the small children 
of working mothers. The most advanced principles 
of public health as of that day were used in the 
prevention of disease. Hospitalization was cared 
for on a simple scale on the plantation itself, and 
in more serious cases, by resort to use of hospitals 
for slaves in urban centers. The full directions in 
overseers’ manuals as to health care, as well as 
what to do in case of illness and injury, were the 
forerunners of such sets of rules in industrial or- 
ganizations today, for the plantation system was 
an important industrial organization of that day. 

No other book in print covers in so authoritative 
a manner this phase of medical history in the 
United States. Mr. Postell has made a valuable 
contribution to our recorded knowledge of the prac- 
tice of medicine on the old plantations of the South. 

Mary LoutIs—E MARSHALL. 


Diabetes Mellitus, Principles and Treatment, by 
Garfield G. Duncan, M. D. Philadelphia, W. B. 
Saunders, 1951. Illus. pp. 289. Price, $5.75. 
This is a delightfully written monograph which 

integrates the schools of thought on the subject. 

Summarizing his ideas after years of work on dia- 

betes, it presents the entire field of this subject in 

a way which is useful to the student, general prac- 

titioner, and specialist. Dr. Duncan presents the 

practical aspects of handling the disease as gath- 
ered from the years of study of diabetes made at 
the University of Pennsylvania Hospital. 

Being published at a time when there is increas- 
ing recognition of the importance of early diagno- 
sis of diabetes among the average population, it is 
a handy reference for all of us. It is well worth 
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reading to bring one up to date on current con- 
cepts and literature. There is an bib- 
liography for references which may be desired on 


excellent 


any particular aspect of the disease. 
JOSEPH E. SCHENTHAL, M. D. 


Principles and Practice of Obstetrics; by Joseph P. 
Greenhill, M. D. & J. B. DeLee, M. D. 10th ed. 
Philadelphia, W. B. Saunders Co, 1951. pp. 1020, 
illus. Price, $12.50. 

Long a classic in the field of obstetrics, the tenth 
edition of DeLee’s text 


book of obstetrics remains 


the standard by which other texts are compared. 
this is the third 
present author, there is more of Greenhill than of 
DeLee. In 


also, 


Of course, as revision by the 


accordance with modern custom, and 


necessitated by increasing specialization, a 


authorities lend a considerable 
certain fields. These include Dr. 
Saddle Block Anesthesia. 

This edition is truly a definitive one for medical 


students 


number of other 


hand in John 
Adriani on 
and general practitioners. As such, it 
precludes a discussion of the various subjects pre- 
sented, in this short review. 

The format of the book is excellent and the use 
of double columned pages makes a less unwieldly 
volume than previous issues. The quality of the 
uneven them 
are extremely good but all too many show their 


illustrations, however, is -some of 


vintage. Also, color is only sparingly used. 
All in all, however, this book can be unqualifiedly 
recommended. 
CARLO P. CaABiBI, M. D. 


Science 


Moffatt, 
by Noel Corcoran, 


French Course; by C. W. 
M. A., M. B., B. Chr., Rev. 
B. A. (Com.), B. Se. M. Se. Tech. New York, 
Chem. Pub. Co. Price, $4.75. 

A person trained in science will find a very large 


Paget 


1951. pp. 332. 


number of words in his field to be nearly identical 
in French and English. This greatly simplifies the 
reading of scientific French in contrast to German 
or Russian where such parallelism is considerably 
less well developed. There remain verb forms and 


This book 


necessary to 


enclitics confusion. 


minimum of grammar 


which can cause 
contains the 
permit a person with no previous schooling in 
French to learn quickly to read in his own field. 
There are 200 pages of selections from recent scien- 
tific books and periodicals in many sciences. There 
is an extensive vocabulary. The book is fully 
recommended. 


V. J. DerBes, M. D. 


Tuberculosis Among Children and Aduits; by J. 
Arthur Myers, M. D., Ph. D. 
C. Thomas, 
$12.50. 
This is an interesting, easy to read text contain- 

ing a wealth of information about the clinical man- 

agement of tuberculosis in children and in adults. 

Although some chapters have been contributed by 


Springfield, Chas. 


Publisher, 3d ed. pp. 894. Price, 


Book Reviews 


various specialists, the unmistakable touch of Dr. 
Myers in correlating their material is always evi- 
dent. The serial story of tuberculosis is told from 
primary infection through the “smoldering stag: 
of apparently innocuous lymph adenopathy and in- 
significant pulmonary infiltrate to the evolution 
into clinical disease with open cavities permitting 
the ejection of tubercle bacilli into the outside world 
and infection of another generation of persons to 
perpetuate the disease. One hundred and seventy- 
seven (x-ray reproductions, graphs, and 
charts) show that breaking the chain of infection 
is the most important single factor in the contro! 
of tuberculosis. The eradication of tuberculosis 
among cattle suggests what may be expected of th 
unrelenting effort to prevent sputum positive per- 
sons from infecting others. The tuberculin test is 
advocated as the most sensitive means of determin- 
ing whether a person has been infected and harbors 
ever dangerous tubercle bacilli. 


figures 


BCG administration is again discouraged because 
it is not effective, destroys usefulness of the tuber- 
culin test and detracts from the proved methods of 
tuberculosis control elevated to so high a level in 
this country. 
who have differed with Dr. 
Myers in his emphasis on the tuberculin test and in 
his opposition to the use of BCG but no one can 
deny that the exposition of his ideas in the third 
edition of this book is concise, logical, and inform- 
ative. 

For anyone wishing to obtain a good idea of the 
fundamentals of the diagnosis and therapy of pul- 
monary tuberculosis and—above all—of the im- 
plications in preventive medicine, this book is 


There are those 


highly recommended as were both previous editions. 
The practitioner and student alike would do well to 
have this book readily accessible for studying the 
many vexing problems in tuberculosis practice. 
SYDNEY Jacoss, M. D. 
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